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Abstract 
 
Sexual Health Knowledge and Behaviors among Young Adults with and without Juvenile 
Justice System Involvement 
 
Leah Ashley Brogan 
 
 
 
 
Justice-involved youth are at increased risk of contracting HIV and STIs. 
HIV/STI prevention programs for justice-involved youth are typically implemented with 
detained and/or incarcerated youth. The majority of arrested youth is diverted from 
juvenile detention and/or placement and remain in the community. These youth, known 
as court-involved, non-incarcerated (CINI) youth, are exposed to the same sexual health 
risks as their detained and/or incarcerated peers, but have greater opportunities to engage 
in sexual risk-taking and less access to needed sexual health care and intervention. 
Providing CINI youth with sexual health programming and HIV/STI prevention 
interventions is vital to ensuring these youths’ long-term sexual health as well as 
addressing a major public health issue. This study examined differences in sexual health 
knowledge and engagement in risky sex behaviors among 625 young adults with and 
without juvenile arrest histories. Young adults were identified as former community 
youth if they had not been arrested prior to age 18; former CINI youth, if arrested before 
age 18 and only detained for no more than 30 days; or former incarcerated youth if 
arrested before age 18 and placed within a post-adjudication juvenile justice facility for 
more than 30 days. Results revealed that participants held similar degrees of sexual health 
knowledge, with greater familiarity of HIV than STI information. Notably, former CINI 
youth engaged more frequently in risky sex behaviors than did former community youth. 
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Further, the prototype-willingness model was applied to sexual risk-taking in this young 
adult sample to identify areas warranting future sexual health programming for CINI 
youth. Favorable impressions of sexually promiscuous peers and willingness to have 
unprotected sex appeared to positively influence former community and former CINI 
youths’ engagement in risky sex behaviors. Results are discussed in the context of 
modifying existing sexual health programming and substance use treatment for former 
community and former incarcerated youth as well as implementing peer-based HIV/STI 
interventions to better meet CINI youths’ unique sexual health needs.  
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CHAPTER 1: BACKGROUND 
 
 Justice-involved youth are at increased risk of the human immunodeficiency virus 
(HIV) and sexually transmitted infections (STIs) compared to their peers who are not 
justice-involved (Elkington et al., 2008; Teplin, Mericle, McClelland, & Abram, 2003). 
Justice-involved youth demonstrate deficits in their knowledge of HIV (Katz, Mills, 
Singh, & Best, 1995) and hold negative perceptions of and feelings about safe sex 
practices (Carney, Werth, & Morris, 1997; Crosby, Salazar, & DiClemente, 2004). 
Although youth are often provided with medical care and education on HIV and STI 
contraction and transmission while detained or placed within juvenile justice facilities 
(Culbert, 2011), 79% of youth who become involved with the juvenile justice system are 
diverted from juvenile detention (Sickmund, Sladky, & Kang, 2015) and remain in the 
community without easy access to necessary health care (Dembo, Walters, & Meyers, 
2005). Youth who come into contact with the juvenile justice system, but who are 
diverted from detention or placement following arrest, referred to as court-involved, non-
incarcerated (CINI) youth, are exposed to the same sexual health risks as their detained 
and/or incarcerated peers, but with more opportunities to engage in risky sexual 
behaviors (Tolou-Shams, Brown, Gordon, & Fernandez, 2007; Tolou-Shams et al., 
2011).  
Few interventions have been developed to reduce HIV and STI risk among CINI 
youth; rather, these types of interventions are typically offered to detained youth or youth 
placed in residential, post-adjudication facilities (Tolou-Shams, Stewart, Fasciano, & 
Brown, 2010). The absence of sexual health prevention, treatment care, and support 
services for CINI youth creates a major public health concern for their communities 
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(Tolou-Shams et al., 2011). Thus, sexual health intervention and programming for CINI 
youth is vital to effectively address these youths’ risks of contracting and transmitting 
costly, life-threatening diseases. Interventions and programming for CINI youth may be 
drawn from programs designed for similar populations, such as those designed for and 
used with detained youth or youth in the community without juvenile justice system 
involvement. However, before sexual health intervention programming is used with CINI 
youth, similarities and differences in knowledge of and engagement in HIV- and STI-risk 
behaviors should be examined among CINI youth, incarcerated youth, and community 
youth without justice system involvement. This information can help determine whether 
detention-based or school-based sexual health education and intervention programming 
would be more appropriate for CINI youth and indicate ways in which the identified 
programming may need to be adapted for the unique needs of the CINI youth population.  
1.1 HIV and STI Prevalence Rates among Justice-Involved Youth 
 It is estimated that roughly 15% to 30% of all current HIV infection cases in the 
United States were contracted before or during young adulthood (Morris et al., 2006). 
Among young individuals at heightened risk of contracting HIV are those who tend to be 
involved in the juvenile justice system (Udell, Donenberg, & Emerson, 2011). Justice-
involved youth are particularly vulnerable to contracting HIV due to heightened rates of 
mental health disorders (Fazel, Doll, & Långström, 2008; Tolou-Shams et al., 2010) and 
substance use (Bryan, Ray, & Cooper, 2007; Teplin et al., 2003, 2005), which contribute 
to risky sexual behaviors, such as early initiation of sexual activity (Morris et al., 1995) 
and unprotected sex with multiple partners (Malow, Dévieux, Rosenberg, Samuels, & 
Jean-Gilles, 2006). A paucity of research currently exists examining behaviors 
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predisposing justice-involved youth to heightened rates of HIV and STIs with few having 
been performed involving CINI youth and many comparisons typically taking place 
between detained and/or incarcerated youth and community youth. Teplin and colleagues 
(2005) found that within their large sample of juvenile detainees, significantly more 
youth with comorbid mental health and substance use disorders reported being sexually 
active (96%) and having had unprotected vaginal sex within the past month (59%) 
compared to youth with mental health disorders alone (69% and 10% respectively), 
regardless of age and gender. Additionally, significantly more youth with substance use 
disorders alone reported having had sex with two or more partners in the past three 
months (77%) and having engaged in unprotected vaginal sex within the past month 
(47%) compared to youth without mental health or substance use disorders (39% and 
22%, respectively) (Teplin et al., 2005). Such behaviors contribute to justice-involved 
youths’ increased likelihood of contracting HIV and STIs (Teplin et al., 2003, 2005) 
relative to youth who are not justice-involved (Belenko et al., 2008). For example, 
Crosby and colleagues (2003) found that, compared to adolescents without a history of 
adjudication, adolescents with a history of adjudication had higher rates of lifetime STI 
diagnosis (31.6% vs. 16.2%) and current STI infection (10.1% vs. 3.2%). In 2009, the 
Centers for Disease Control and Prevention (2010) reported that among individuals not 
involved in the justice system, between the ages of 15 and 19, 0.74% of men and 3.3% of 
women were infected with chlamydia and 0.25% of males and 0.57% of females were 
infected with gonorrhea. Comparatively, Kahn and colleagues (2005) found that 15.6% of 
females and 5.9% of males in fourteen United States juvenile detention centers were 
4 
 
infected with chlamydia and 5.1% of female and 1.3% of male detained youth were 
infected with gonorrhea.  
These preceding examples illustrate the disparities in STI prevalence rates 
between detained and/or incarcerated youth and community youth. Less is known 
regarding HIV prevalence disparities across youth involved at all junctures within the 
juvenile justice system and community youth populations due to: 1) a dearth of research 
in this area, 2) a lack of consistency in defining the justice-involved youth population 
studied, and 3) variability in screening criteria across jurisdictions (Centers for Disease 
Control and Prevention and National Institute of Justice, 1996; Widom & Hammett, 
1996). Nevertheless, these heightened rates of STIs among justice-involved youth and 
similarities in sexual risk behaviors for HIV infection and other STIs (Tolou-Shams et al., 
2010) suggest that this subpopulation of adolescents presents a major public health 
concern warranting intervention.  
 1.2 Sexual Health Disparities among CINI Youth 
 HIV and STI testing and prevention programs provided during juvenile justice 
detention and residential placement are vital to mitigating risks associated with 
contracting and transmitting HIV and STIs. However, the benefits of such care and 
education may evade youth who enter and exit the juvenile justice system quickly, 
without experiencing detention and placement. Nearly 80% of arrested youth are diverted 
from the juvenile justice system without being detained (Sickmund, Sladky, & Kang, 
2015) and released on probation (Donenberg, Emerson, Mackesy-Amiti, & Udell, 2015). 
Diversion, as an alternative to detention or placement, is associated with reduced 
financial costs to communities, schools, and legal, mental health, and medical systems 
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(Tolou-Shams et al., 2011) as well as reduced risks of exacerbating mental health 
symptoms and trauma exposure (National Center for Mental Health and Juvenile Justice, 
& Technical Assistance Collaborative, 2013; Skowyra & Powell, 2006). Diversion can 
also promote youths’ long-term academic and vocational success (Chung, Schubert, & 
Mulvey, 2007; Lipsey & Wilson, 1998) and can reduce recidivism risk (Lipsey, 
Chapman, & Landenberger, 2001; Wilson & Hoge, 2013). Nevertheless, CINI youth 
diverted from detention, placement, or more intensive treatment facilities face the same 
risks as detained and/or incarcerated youth in contracting and transmitting HIV and STIs 
(Tolou-Shams et al., 2007, 2010). CINI youth are afforded more opportunities to engage 
in risky sexual behaviors within the community (Henggeler, Clingempeel, Brondino, & 
Pickrel, 2002; Tolou-Shams et al., 2011) as they often have limited access to health care, 
diagnostic testing, and HIV prevention programs (Donenberg et al., 2015; Snyder & 
Sickmund, 2006; Stahl, Finnegan, & Kang, 2006; Tolou-Shams et al., 2011) that are 
typically provided to youth while placed within the juvenile justice system (Tolou-Shams 
et al., 2010). CINI youth in the community may also miss out on school-based 
opportunities to learn about safe sex practices given their high rates of school absences 
(Malow et al., 2006). Thus, this subgroup of justice-involved youth may exacerbate the 
risk of HIV and STI contraction and transmission in their communities, fostering greater 
health disparities in their neighborhoods (Donenberg et al., 2015). Further, providing 
CINI youth with HIV and STI education and programming may be an opportune time to 
intervene with a high-risk group of delinquent youth for whom risk-reduction 
intervention is greatly significant as they may come back into contact with the juvenile 
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and/or criminal justice system by way of committing more severe, violent crimes (Tolou-
Shams et al., 2011).  
Accessing CINI youth in the community to provide both sexual health care and 
education proves challenging given sociodemographic factors such as poverty, racial 
discrimination, culturally based assumptions and expectations, and neighborhood 
composition (Culbert, 2011). Exacerbating these sociodemographic challenges are risk 
factors for sexual promiscuity unique to justice-involved youth, including gang 
involvement (Voisin et al., 2004), exposure to community violence (Voisin, Neilands, 
Salazar, Crosby, & DiClemente, 2008), high rates of past sexual abuse among female 
justice-involved youth (Goodkind, Ng, & Sarri, 2006), and poor impulse control and 
heightened emotional distress (Malow, McMahon, Cremer, Lewis, & Alferi, 1997). 
Providing CINI youth in the community with HIV and STI prevention programming may 
equip them with the knowledge and skills early in life to avoid contracting life 
threatening diseases and transmitting them to others (Tolou-Shams et al., 2011).  
1.3 Explaining Adolescent Risk-Taking 
 Vital to the development of HIV and STI prevention programs aimed at CINI 
youth in the community is consideration of normative adolescent developmental 
processes that predispose youth to take risks, particularly sexual health-related risks. 
Psychosocial immaturity during adolescence, especially in the domains of peer influence, 
attitudes and impressions of risk, awareness of future consequences, and the capacity to 
self-regulate behaviors, results in youth exercising poor cost-benefit analyses and 
decision making (Steinberg & Scott, 2004). Adolescents tend to discount future 
consequences of decisions, such as implications of sex without use of a condom, and 
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demonstrate weaker risk aversion than adults.  Additionally, adolescents tend to place 
greater emphasis on short-term, positive outcomes, such as the pleasure and thrill 
associated with sexual activity, rather than on long-term, negative consequences 
(Gardner, 1993; Steinberg & Scott, 2004), such as unplanned pregnancies or STIs. 
Contributing to adolescents’ psychosocial immaturity is the gradual refinement of brain 
structures and neurological mechanisms within the adolescent brain that make youth 
vulnerable to impulsivity, peer pressure, and risk-taking behavior (Goldstein & 
Goldstein, 2010). Increased sensitivity to dopamine (Steinberg, 2008), changes in the 
socio-emotional system of the brain (i.e., limbic and para-limbic regions) (Kambam & 
Thompson, 2009), and ongoing development of the frontal lobes (Giedd et al., 1999; 
Gogtay et al., 2004; Sowell, Thompson, Holmes, Jerigan, & Toga, 1999) promote youths’ 
willingness to engage in risky behavior and to seek salient and immediate rewards 
(Steinberg, 2008). Taken together, incomplete psychosocial maturation and neurological 
development contribute to youths’ disinhibition and diminished judgment and decision 
making when confronted with risky situations (Goldstein & Goldstein, 2010; Steinberg & 
Scott, 2004).  
 Accompanying these ongoing psychosocial maturation and neurological 
development processes during adolescence is the maturation of several cognitive 
capacities needed for reasoned decision making. Dual-process models of cognitive 
development attribute refinement of adolescent judgment and decision making to the 
maturation of two independent information processing streams (Albert & Steinberg, 
2011). The analytic stream is the deliberative, reasoned, or “cold” system of cognitive 
processing. The experiential stream is the intuitive, reactive, or “hot” system of cognitive 
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processing (Epstein, 1994; Gerrard, Gibbons, Houlihan, Stock, & Pomery, 2008; Jacobs 
& Klaczynski, 2002; Reyna & Farley, 2006).  
Several dual-process cognitive models have been developed to conceptualize the 
interaction of these two streams. One type of dual-process model that has been previously 
applied to adolescent health risk behavior is the prototype-willingness model, which 
establishes two pathways to risky behavior (Gerrard et al., 2008; Gibbons, Pomery, & 
Gerrard, 2008). The first pathway is referred to as the reasoned path. Along the reasoned 
path, youth evaluate the costs and benefits of choices they can make in a particular 
situation based on their attitudes towards behaviors, anticipated consequences associated 
with the situation, and perceptions of their peers’ behavior and their peers’ expectations 
of their own behavior. Ultimately, this path leads to behavioral intentions, or the youth’s 
intention to act in a certain way in a particular situation based on consequences he or she 
has identified that are associated with that action (Gibbons et al., 2008). However, 
adolescents are vulnerable to risk-conducive situations; they have not yet planned out or 
reasoned their actions in these situations. According to the prototype-willingness model, 
risk-conducive situations promote activation of the second pathway, the social reaction 
path (Gibbons et al., 2008).  
 The social reaction path is based on heuristic and experiential processing (Albert 
& Steinberg, 2011) and concerns a youth’s behavioral willingness or “openness to risk 
opportunity” (Gibbons et al., 2008, p. 48). Similar to the reasoned path, the youth’s 
impressions of their peers’ behavior and the youth’s perceived vulnerability to negative 
outcomes associated with engaging in a particular behavior influence the outcome of this 
path—the willingness to engage in that particular behavior (Gibbons et al., 2008). Unique 
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to this path is the influence of risk prototypes, which is the perception or image of the 
type of individual who behaves in a certain manner (e.g., one who smokes). The 
prototype serves as a “‘social consequence of engaging in the behavior.  For example, if 
one smokes in front of their peers (who also smoke), they are likely to be seen as being a 
member of that group, or at least as having some of the attributes associated with the 
group (Stone & Brown, 1998)” (Gibbons et al., 2008, p. 50). Perception of how positive 
and similar a prototype is to one’s self-perception influences willingness to engage in a 
behavior (Rivis, Sheeran, & Armitage, 2006), such as in the aforementioned example 
wherein the individual decides to smoke in the presence of peers who also smoke. Given 
that prototypes influencing individuals’ willingness to engage in particular behaviors 
form early in life (Gerrard, Gibbons, Stock, Lune, & Cleveland, 2005), the prototype-
willingness model holds important implications for informing HIV and STI interventions 
for CINI youth. CINI youth, unlike their detained and/or incarcerated peers, have more 
opportunity to associate with sexually promiscuous, deviant peers in the community 
during adolescence, which may strengthen youths’ acceptance of and willingness to 
engage in risky sexual behaviors (Dishion, Ha, & Véronneau, 2012), lending further 
credence to early interventions for this subpopulation of justice-involved youth.  
CHAPTER 2: CURRENT STUDY 
2.1 Rationale 
 Given the need for sexual health intervention and programming for CINI youth, 
this study obtained information about whether CINI youths’ risky sex behaviors and 
sexual health knowledge differed from those of incarcerated youth or community youth 
with no juvenile justice system involvement, two groups for which sexual health 
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interventions and programming already exist. Ideally, this research would have directly 
evaluated the sexual health behaviors and knowledge of youth; however, gathering such 
information from justice-involved and community minors presents ethical and legal 
challenges, such as loss of anonymity if parental consent and youth assent is sought in the 
context of an in-person study and prohibitions against participation of youth under the 
age of 13 in online research without parental consent (Children’s Online Privacy 
Protection Act, 1998). As an alternative, this study examined differences in risky sex 
behaviors and HIV and STI knowledge among young adults who were once 1) arrested 
and detained for no more than 30 days in the juvenile justice system (i.e., CINI youth); 2) 
arrested and housed in pre- and/or post-adjudication, residential facilities for more than 
30 days (i.e., incarcerated youth); and 3) never arrested before the age of 18 (i.e., 
community youth). The young adult age range of this study’s sample (i.e., 18 to 25 years) 
provided relatively recent retrospective data on the occurrence of sexual risk-taking 
throughout the entire course of adolescence. Comparisons of results are meant to identify 
ways in which sexual health programming designed for non-CINI youth populations may 
inform or need to be modified for CINI youth sexual health programming so that such 
programming sufficiently meets the unique sexual health needs of this justice-involved 
adolescent population.       
2.2 Hypotheses 
 2.2.1 Primary hypotheses. It was predicted that significant differences in 
engagement in risky sexual behaviors and HIV and STI knowledge existed among young 
adults identifying as former CINI youth, incarcerated youth, and community youth with 
no juvenile justice system involvement. Importantly, alcohol and illegal drug use 
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severity, psychological distress severity, and perceptions of contracting HIV were 
controlled for, as available empirical research reveals associations between these factors 
and poor sexual health and engagement in risky sexual behaviors among justice-involved 
youth (Gromet, Ramchand, Griffin, & Morral, 2010; Teplin et al., 2005; Tolou-Shams et 
al., 2011). Specifically, it was hypothesized that significant differences in risky sex 
behaviors and HIV and STI knowledge would emerge between young adults who were 
once CINI youth and young adults who were once incarcerated youth. This hypothesis is 
based on research showing that CINI youth in the community are exposed to the same 
risk factors for HIV and STIs as their incarcerated peers, but are more vulnerable to 
contracting HIV and/or STIs because of greater opportunities to engage in sexual risk-
taking and lack of HIV and STI interventions available in the community (Tolou-Shams 
et al., 2011). Additionally, it was expected that significant differences in risky sex 
behaviors and HIV and STI knowledge exist between young adults who were once CINI 
youth and young adults who were formerly community youth without juvenile justice 
system involvement. This hypothesis is based on extant literature revealing that, in 
comparison to community youth samples, justice-involved youth demonstrate greater 
prevalence rates of STIs, earlier initiation of sexual activity, higher rates of unprotected 
sex, and greater numbers of sexual partners (Moser, 2011; Tolou-Shams et al., 2010) and 
that justice-involved youth demonstrate decreased awareness of HIV-risk behaviors 
(DiClemente, Lanier, Horan, & Lodico, 1991). Research has shown that HIV knowledge 
is not significantly associated with sexual health behaviors (e.g., frequency of intercourse 
and self-reported condom use; Koniak-Griffin & Brecht, 1995; Overby & Kegels, 1994), 
yet is also a necessary, but not a sufficient prerequisite for safe sex attitudes (Chang, 
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Bendel, Koopman, McGarvey, & Canterbury, 2003). However, several HIV-prevention 
intervention studies conducted with justice-involved youth have sought to increase sexual 
health knowledge in addition to reducing risky sexual behaviors as primary intervention 
outcomes (for a review, see Tolou-Shams et al., 2010). Given that this study aims to use 
its findings to inform future sexual health programming for CINI youth, sexual health 
knowledge was evaluated as an outcome to assist program developers in determining the 
extent to which knowledge should be addressed in future interventions (i.e., as a primary 
outcome or ancillary factor superseded by other variables such as, attitudes toward safe 
sex practices).   
 2.2.2 Secondary hypotheses. It was hypothesized that individuals with greater 
prototype-willingness would report more frequent engagement in risky sex behaviors 
during young adulthood (See Figure 1). Specifically, it was expected that those who hold 
more favorable prototypes of individuals who are sexually promiscuous would endorse 
greater engagement in high risk sex behaviors (i.e., more instances of having unprotected 
sex, more instances of having unprotected sex while under the influence of alcohol and/or 
drugs, and more times of having unprotected sex with multiple partners). Additionally, it 
was hypothesized that there would be an indirect effect of participants’ prototype ratings 
of peers who are sexually promiscuous (i.e., regularly choose to not use a condom) and of 
peers who practice safe sex (i.e., always choose to use a condom when having sex) on 
engagement in risky sex behaviors through participants’ willingness to engage in 
unprotected sex. More specifically, those who hold more favorable impressions of 
sexually promiscuous peers would be more willing to engage in unprotected sex and, 
thus, report greater frequency of engaging in unprotected sex and having unprotected sex 
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with more steady and/or casual partners. It was expected that adolescent status (i.e., CINI, 
incarcerated, or community youth) of young adult participants moderated the relationship 
between prototype-willingness and engagement in high risk sexual behaviors. Given 
existing data regarding higher rates of sexual risk-taking among justice-involved youth 
than community youth (Teplin et al., 2003), it was hypothesized that the relationship 
between prototype-willingness and high risk sexual behaviors would differ between the 
former justice-involved youth participant groups (i.e., former CINI and incarcerated 
youth) and the former community youth participant group. Due to the dearth of empirical 
research concerning application of the prototype-willingness model to sexual risk-taking 
among justice-involved youth, this hypothesis is exploratory and no a priori predictions 
about the nature of model differences were made.  
CHAPTER 3: METHOD 
3.1 Participants  
 Participants were 625 young adults (46.9% female) recruited to participate in an 
online survey through Amazon Mechanical Turk (MTurk), an online survey marketplace 
for researchers. Participants were, on average, 22.42 years old, SD = 1.96. Young adults 
were excluded from the study if they were not between 18 and 25 years old and were not 
a United States resident and/or had lived in the United States prior to age 18. See Table 1 
for participant demographics for the total sample and each participant group.  This study 
was approved by the Drexel University IRB. 
 Former community youth. The former community youth sample consisted of 222 
young adults (50.9% female) who endorsed no arrest history prior to age 18. Participants 
were, on average, 22.33 years old, SD = 2.00, with 64.9% identifying as White, 12.2% as 
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Black/African American, 9% as Asian, 8.1% as Hispanic/Latino, 4.1% as Multiracial, 
1.4% as Other, and 0.5% as American Indian/Alaska Native.  
Regarding arrest history, 14% of former community youth reported having been 
arrested after age 18 with average age of first arrest occurring at 19.25 years old, SD = 
1.83. Of those reporting an adult arrest history (n = 31), 64.5% indicated that they had 
been convicted in criminal court and 75% reported having been incarcerated.  
Regarding sexual education history, the majority of former community youth 
(90.1%) reported having received sexual health education in their lifetime and were, on 
average, 13.27 years old, SD = 2.41, when they first learned about sexual health. 
Additionally, 86.5% of former community youth indicated they had sex before age 18, 
with mean age of first sexual intercourse occurring at 17.11 years old, SD = 2.46. See 
Table 2 for participant sexual history and sexual activity descriptive statistics. 
Less than half of former community youth reported having ever been tested for 
HIV (38.7%) and/or STIs (41.4%) in their lifetime, with 4.7% indicating that they tested 
positive for HIV. With regards to STI diagnosis, 11.7% reported having been diagnosed 
with an STI in their lifetime, and 2.7% reported that they had been diagnosed within the 
past three months. See Table 3 for participant HIV and STI testing and diagnosis history. 
Former CINI youth. The former CINI youth sample consisted of 293 young adults 
(45.7% female) who endorsed being arrested prior to age 18, but were detained for no 
more than 30 days as a juvenile. Former CINI youth were, on average, 22.58 years old, 
SD = 1.92. Seventy-eight percent of the sample was White, 7.8% Black/African 
American, 7.2% Hispanic/Latino, 3.1% Asian, 2.4% Multiracial, 1.4% American 
Indian/Alaska Native, and 0.3% identified as Other for racial/ethnic categories.  
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 Regarding arrest history, former CINI youth reported an average of 1.65, SD = 
2.27, juvenile arrests, with a mean age of first arrest at 15.68 years, SD = 1.78. Nearly 
one-third of former CINI youth (31.4%) reported also having been arrested as an adult, 
with 77.2% of these individuals reporting a criminal court conviction and 54.9% 
indicating that they were incarcerated as an adult.  
 The majority of former CINI youth (87.4%) endorsed receiving sexual health 
education in their lifetime and were, on average, 13.30 years old, SD = 1.94, when they 
first learned about sexual health. Ninety-seven percent of participants (96.6%) reported 
having had sex before age 18, with an average age of first sexual intercourse of 15.69 
years, SD = 2.39. See Table 2 for participant sexual history and sexual activity 
descriptive statistics. 
 Over half of CINI youth (59.4%) reported having been tested for HIV (59.4%) 
and STIs (57%) in their lifetimes, with 1.7% indicating that they had previously tested 
positive for HIV. With regards to STI diagnosis, 17.4% of former CINI youth reported 
having been diagnosed with an STI in their lifetime and 1.4% reported a diagnosis within 
the past three months. See Table 3 for participant HIV and STI testing and diagnosis 
history. 
 Former incarcerated youth. The former incarcerated youth sample consisted of 
110 young adults (41.8% female) who endorsed being arrested prior to age 18, 
adjudicated delinquent in juvenile court, and placed within a juvenile justice residential 
facility for more than one month (i.e., 30 days). Participants were, on average, 22.18 
years old, SD = 1.96. The majority of former incarcerated youth identified as White 
(70%) with 13.6% identifying as Black/African American, 5.5% as Hispanic/Latino, 
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5.5% as Multiracial, 2.7% as Asian, 1.8% as American Indian/Alaska Native, and 0.9% 
as Native Hawaiian or Other Pacific Islander.  
 Regarding arrest history, former incarcerated youth reported an average of 2.04 
juvenile arrests, SD = 1.51, with mean age of first arrest occurring at 15.40 years old, SD 
= 1.49. More than half the sample (53.6%) indicated that they had been arrested after age 
18 with 91.5% reporting a criminal court conviction, and 79.6% endorsed being 
incarcerated as an adult.  
 Regarding sexual education history, 89.1% of former incarcerated youth reported 
having received sexual education in their lifetime and were, on average, 12.88 years old, 
SD = 1.88, when they first learned about sexual health. The majority of former 
incarcerated youth (97.3%) reported having had sex before age 18 with an average age of 
first sexual intercourse of 14.36 years old, SD = 2.20. See Table 2 for participant sexual 
history and sexual activity descriptive statistics. 
 More than half of former incarcerated youth reported having been tested for HIV 
(58.2%) and STIs (68.2%) within their lifetime. No participants reported that they had 
previously tested positive for HIV. Twenty-six percent of participants indicated that they 
had tested positive for a STI in their lifetime and 7.3% said that they had been diagnosed 
with an STI within the past three months. See Table 3 for participant HIV and STI testing 
and diagnosis history. 
 3.2 Measures 
To account for low reading levels among individuals with juvenile justice 
histories, this study’s assessment battery was designed with a sixth grade (5.9) Flesch-
Kincaid reading grade level, which reflected the average reading comprehension grade 
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level for juvenile justice populations (i.e., 5th to 6th grade levels) (Tanner, 2011; Zelle, 
Riggs Romaine, Goldstein, 2015). 
 3.2.1 Primary outcomes.  STD-Knowledge Questionnaire (STD-KQ; Jaworski & 
Carey, 2007). The STD-KQ is a self-administered, 27-item instrument assessing STI-
knowledge among young adults. Specifically, item content evaluates general knowledge 
about STIs including symptoms, consequences, transmission, prevention, detection, and 
testing as well as causes and cures of STIs. Participants identify 27 statements pertaining 
to STI-related behaviors as true (1 point), false (0 points), or “don’t know” (0 points) 
with a maximum obtainable score of 27; higher scores reflect greater STI-knowledge. 
The STD-KQ demonstrates excellent internal consistency (α = 0.86) and test-retest 
reliability (r = 0.88, p < .01) across young adult samples (Jaworski & Carey, 2007); it has 
not yet been used with justice-involved youth or other adolescent populations. The 
Cronbach’s α for the STD-KQ was .88 for the total sample and for former community 
youth and former CINI youth; it was .86 for former incarcerated youth.   
 HIV Knowledge Questionnaire (HIV-KQ-18; Carey & Schroder, 2002). The HIV-
KQ-18 is a self-administered instrument assessing HIV knowledge in high-risk 
populations. Specifically, it measures misconceptions and information deficits individuals 
may have regarding HIV-risk behaviors and contact with individuals who have HIV. 
Participants identify 18 statements concerning HIV-related behaviors as true (1 point), 
false (0 points), or “don’t know” (0 points), and the instrument produces a maximum 
obtainable score of 18; higher scores indicate greater HIV-related knowledge. The HIV-
KQ-18 demonstrates satisfactory to excellent internal consistency (0.75 ≤ α ≤ 0.89) and 
test-retest reliability (0.76 ≤ r ≤ 0.94) across large samples of women from low-income 
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backgrounds and men and women in outpatient psychiatric settings (Carey & Schroder, 
2002); it has also been used with detained youth and youth in a court-ordered treatment 
center (Malow et al., 2006). The Cronbach’s α for the HIV-KQ-18 was .86 for the total 
sample and for former CINI and former incarcerated youth; it was .85 for former 
community youth.  
 Risky Sexual Behaviors. Information about risky sexual behaviors was collected 
in this study using a merged version of surveys used in previous research examining 
sexual risk-taking among young adults (Aalsma, Tong, Wiehe, & Tu, 2010; Capaldi, 
Stoolmiller, Clark, & Owen, 2002; Khan et al., 2013) and detained adolescents 
(Schmiege, Broaddus, Levin, & Bryan, 2009). Participants reported: “How often have 
you had sex in the past three months without a condom?”, “How often have you had sex 
in the past 3 months without a condom and while under the influence of alcohol and/or 
drugs?”, and the number of steady (i.e., “meaning someone with whom you are in a 
committed, ongoing, dating relationship”) and/or casual (i.e., “meaning someone you are 
not dating seriously or exclusively”) partners with whom they have had sex and had not 
used a condom in the past three months (Stock, Gibbons, Beekman, & Gerrard, 2015). 
Participants were also asked the gender of the majority of each partner type (i.e., steady 
and casual) and whether or not the majority of their female partners (if applicable) used 
any form of contraception (e.g., oral birth control pills, intrauterine device, female 
condom, sterilization).  
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3.2.2. Predictors of sexual health knowledge and risky sexual behaviors among 
young adults.  
 Risky Sexual Prototypes. Young adults’ perceptions of those who engage in risky 
sexual behaviors were evaluated using an adapted version of a survey implemented in 
another study examining sexual risk prototypes in young adults (i.e., Gibbons & Gerrard, 
1995). Participants are asked to describe their image of a ‘typical’ young adult of their 
age who 1) “regularly chooses to have sex without using a condom” and 2) “always 
chooses to use a condom when having sex”. Participants rate their unique prototype of 
the two ‘typical’ young adults their age in terms of 12 adjectives (smart, confused, 
popular, immature, sophisticated, self-confident, independent, careless, unattractive, dull, 
considerate, self-centered). Next, participants are instructed to rate each adjective 
describing their prototype on a 5-point scale ranging from 1 (not at all) to 5 (extremely). 
Participants are asked to use the same 12 adjectives to rate “how similar are you to the 
type of person your age who regularly chooses to have sex without using a condom?” and 
“how similar are you to the person your age who always chooses to use a condom when 
having sex?” on a 5-point scale with 1 (very similar to me) to 5 (not at all similar to me) 
(Rivis et al., 2006). A prototype perception scale is computed by multiplying the average 
rating of the 12 adjectives describing the prototype by the average rating of the 12 
adjectives describing the participant. Previous research indicates that the product of the 
favorability (i.e., the image of the risk taker) and the similarity (i.e., the image of oneself 
compared to the risk taker) components is most reflective of a genuine prototype 
perception (Gibbons, Gerrard, & Boney-McCoy, 1995). However, it is possible for 
participants to score the same prototype perception score despite the score conveying 
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different opinions and perceptions. For example, someone who scores a 5 for similarity 
(i.e., feels “not at all similar to a person your age who always chooses to use a condom 
when having sex) and a 1 for prototype average (i.e., considers someone who always 
chooses to use a condom when having sex as neither positive or negative) can produce 
the same prototype perception score (similarity*prototype average) as someone who 
scores a 1 for similarity (i.e., feels “very similar” to a person who always chooses to use a 
condom when having sex) and a 5 for prototype average (i.e., considers someone who 
always chooses to use a condom when having sex as both positive and negative). To 
increase the interpretability of scores, participants’ prototype ratings for each scenario 
were averaged and used as two separate prototype scores in the prototype-willingness 
model. Higher scores reflect more favorable impressions of a peer who regularly chooses 
to have unprotected sex and of a peer who always chooses to have protected sex.  
 Behavioral Willingness. Behavioral willingness was assessed using the protocol 
Stock and colleagues (2015) utilized to evaluate the impact of behavioral willingness on 
young adults’ engagement in health risk behaviors. Participants are instructed to imagine 
the two following scenarios: 1) “You are at a party and speaking with a person you enjoy 
being with and are attracted to. At the end of the evening, you go to his/her apartment. 
You’re feeling as if you might like to have sex with him/her and he/she feels the same 
way. However, neither of you has a contraceptive (e.g., condom).” and 2) “Suppose you 
are on a date with your boyfriend/girlfriend and you want to have sex, but you don’t have 
a condom. Additionally, if your partner is female and you are a male, she is not using any 
form of contraception.” After the presentation of each scenario, participants are asked to 
rate the following on a 7-point scale ranging from 1 (not at all willing) to 7 (very willing): 
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“How willing would you be to have sex without a condom?” and “How willing would 
you be to have sex and use the withdrawal method?” The four willingness scores 
obtained for each of the aforementioned scenarios were averaged to create a single 
variable representing a participant’s willingness to engage in unprotected sex (i.e., both 
without a condom and withdrawal method). Higher scores indicate greater willingness to 
have unprotected sex with either a steady or casual partner.   
 Alcohol Use Disorders Identification Test Self-Report Version (AUDIT). The 
AUDIT (Babor, De la Fuente, Saunders, & Grant, 1989; Saunders, Aasland, Babor, De 
La Fuente, & Grant, 1993) is a 10-item self-report assessment of alcohol use and 
dependence and problematic drinking. Participants are asked about the frequency and 
adverse effects of their alcohol consumption, with responses scored on a 0 to 4 scale, 
yielding a maximum obtainable total score of 40. Total scores greater than 8 indicate 
harmful or hazardous drinking. The AUDIT has been shown to have high internal 
consistency and test-retest reliability (Conigrave, Saunders, & Reznik, 1995), as well as 
strong discriminant and content validity in numerous populations (Babor, Higgins-
Biddle, Saunders, & Monteiro, 2001) and has been used with incarcerated justice-
involved youth (Lennings, Copeland, & Howard, 2003). The Cronbach’s α for the 
AUDIT was .90 for the total sample, .86 for former community youth, .88 for former 
CINI youth, and .93 for former incarcerated youth.  
 Drug Abuse Screening Test-10 (DAST-10; Skinner, 1982). The DAST-10 is a 
brief, self-report assessment of potential drug abuse within the past 12 months. 
Participants provide yes/no responses to items such as, “Have you used drugs other than 
those required for medical reasons?” and “Do you abuse more than one drug at a time?” 
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The maximum obtainable score is 10 with an item-total score greater than or equal to 3 
suggestive of a possible drug use disorder. The DAST-10 demonstrates excellent internal 
consistency (0.86 ≤ α ≤ 0.94) and test-retest reliability (0.71 ≤ r ≤ 0.90) across a broad 
range of populations, including non-justice-involved adolescent populations (Martino, 
Grilo, & Fehon, 2000; Skinner, 1982; Villalobos-Gallegos, Perez-Lopez, Mendoza-
Hassey, Graue-Moreno, & Marin-Navarrete, 2015). The Cronbach’s α for the DAST-10 
was .91 for the total sample, .88 for former community youth, .90 for former CINI youth, 
and .94 for former incarcerated youth.   
 Outcome Questionnaire 45.2 (OQ 45.2; OQ Measures, LLC, 2013). The OQ 45.2 
is a self-report assessment of an individual’s wellbeing, interactions with significant 
others, and fulfillment of important life tasks, such as in school or at work. The OQ 45.2 
is divided into three subscales: 1) symptom distress (SD), 2) interpersonal relations (IR), 
and 3) social roles (SR). Participants rate how much, within the past week, they have 
been distressed by physical or emotional complaints and experienced difficulties in 
interpersonal relationships and in social roles on a 5-point scale from 0 (never) to 4 
(almost always). Subscale scores are summed to create a total score, with higher total 
scores indicating more psychological distress and difficulties in interpersonal 
relationships and social roles. This study utilized data from the Symptom Distress (SD) 
subscale as a measure of general psychological distress with higher scores indicating 
greater symptom distress. Items comprising the SD subscale reflect symptoms most 
common to anxiety, affective, and adjustment disorders and stress-related illnesses. SD 
subscale scores range from 0 to 100. The OQ 45.2 has been shown to demonstrate 
adequate internal consistency (OQ Total: α = 0.93; SD subscale: 0.91 ≤ α ≤ 0. 92) and 
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satisfactory test-retest reliability (OQ Total: r = 0.84; SD subscale: r = .78) among 
college students and adult outpatients. It also has demonstrated concurrent validity with 
other self-report assessments of psychological distress (OQ Measures, LLC, 2013). The 
OQ 45.2 has not yet been used with justice-involved youth; however, an adolescent 
version of the OQ 45.2 is available. The Cronbach’s α for the SD subscale was .94 for the 
total sample and for former community youth and .95 for former CINI and former 
incarcerated youth.  
  Perceived Risk of HIV Scale. The PRHS (Napper, Fisher, & Reynolds, 2012) is 
an 8-item self-report assessment of risk of contracting HIV. Items comprising the PRHS 
assess three domains of perceived HIV risk: cognitive judgments, intuitive beliefs, and 
salience of risk. Participants respond to statements such as, “What is your gut feeling 
about how likely you are to get infected with HIV?” and “I am sure I will NOT get 
infected with HIV.” using Likert-type scaled responses. Total scores range from 10 to 40. 
Higher scores on the PRHS indicate greater perceived risk. The PRHS has established 
criterion-related and convergent validity and demonstrates adequate internal consistency 
(α = 0.88) within a large sample of adults seeking HIV testing and prevention services 
(Napper et al., 2012). The PRHS has not yet been used with justice-involved youth or 
other adolescent populations.  The Cronbach’s α for the PRHS was .83 for the total 
sample, .81 for former community youth, .84 for former CINI youth, and .82 for former 
incarcerated youth.  
 Demographics. Participants are asked to self-report their sociodemographic 
characteristics including age, gender, race/ethnicity, highest grade completed, monthly 
income, marital and parental status, employment, and housing status.  
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Sexual Health Questionnaire. Participants were asked if they had been: 1) tested 
for HIV; 2) tested positive for HIV; 3) tested for any STI other than HIV in their lifetime; 
4) diagnosed with any STI other than HIV in their lifetime and within the past three 
months as well as 5) at what age they first had sexual intercourse; 6) for female 
participants, age at first obstetric and/or gynecological exam; 7) the gender of the 
majority of steady and casual sexual partners and, if the majority of partners were female, 
whether or not their partners used contraception; and 8) if they have received sexual 
health education and, if so, at what age and where and what kind of information.   
3.3 Procedure 
 Young adults were recruited to participate in this study through Amazon 
Mechanical Turk (MTurk). MTurk functions as an open marketplace for survey research 
in which individuals with memberships can complete a variety of “HITS” (i.e., surveys) 
in return for compensation from the survey creator (Buhrmester, Kwang, & Gosling, 
2011). The target sample size (i.e., n = 200) was first achieved for the former community 
youth group; data collection for the remaining two groups continued, with individuals 
excluded from participation if they had not been arrested prior to age 18. The target 
sample size (i.e., n = 200) was next achieved for the former CINI youth group; data 
collection for the remaining group (i.e., former incarcerated youth) continued; individuals 
were excluded from participation if they endorsed a juvenile arrest history, but were 
never placed in a residential juvenile justice facility for more than 30 days. Data 
collection began in July 2016 and was completed in September 2016 for the former 
community youth, in December 2016 for former CINI youth, and in February 2017 for 
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the former placed youth. See Figure 2 for a visual depiction of study recruitment and 
enrollment. 
Individuals first viewed a study advertisement on the MTurk “HIT” menu briefly 
describing the survey content (e.g., HIV/STIs, your own sexual health, emotional 
wellbeing and substance use), length of survey (i.e., approximately 30 minutes), 
qualifications to participate (i.e., be between 18 and 25 years old and a United States 
resident), and that they would be deemed ineligible to participate in the study depending 
on their responses to seven, brief screening questions (i.e., year of birth, residency, 
arrested before 18, placed within a residential juvenile justice facility for more than one 
month). Individuals interested in participating accepted the “HIT” and were brought to a 
brief series of screening questions. If deemed eligible, they were directed to an electronic 
consent page where they were informed of the background and purpose of the study, 
procedures, participation, compensation, confidentiality, and risks and benefits associated 
with participation. After reviewing the electronic consent page, individuals were 
instructed that by continuing to the electronic survey they were giving their consent to 
participate in this study.  
 After agreeing to participate, the participants then completed the assessment 
battery. At two points in the assessment battery, participants were instructed to complete 
manipulation checks to ensure the quality of data collected in this study. Each 
manipulation check occurred at different points throughout the survey and both assessed 
participants’ memory of the survey’s item content (e.g., what did the surveys ask about, 
what were the response choices, name two adjectives you were asked to describe yourself 
with, and what were the behaviors asked about when you were instructed to think about a 
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‘typical young adult your age’). Participants who completed the study measures in less 
than 5 minutes and did not correctly answer all items included in the manipulation checks 
were considered to be paying insufficient attention to study material and therefore were 
not compensated for their participation and their data was excluded from this study’s 
analyses. Additionally, individuals were excluded from compensation if they provided an 
illegitimate survey code not generated by MTurk. Participants were compensated $1.00 
for completing the survey. Compensation was awarded through the MTurk system.  
3.4 Method of Analysis 
 The three participant groups were compared on age, gender, race, if they had 
received sexual health education in their lifetime (yes/no or don’t know), if they had sex 
before age 18 (yes/no), age at which they first learned about sexual health, age at first 
sexual intercourse, and all covariates (AUDIT, DAST-10, PRHS, and SD subscale 
scores) by one-way analyses of variance and chi-square tests of homogeneity. Prior to 
evaluating primary and secondary hypotheses, I conducted preliminary analyses to test 
assumptions of the planned analyses. Primary hypotheses were evaluated on each of the 
four indices of risky sex behaviors (i.e., frequency of having sex without a condom and 
frequency of having sex without a condom and while under the influence of alcohol 
and/or drugs within the past three months and number of steady and/or casual partners 
with whom one had sex without a condom within the past three months) and two 
assessments of sexual health knowledge (i.e., STD-KQ and HIV-KQ-18 total scores). 
Transformations to dependent variables were conducted to correct for positive and 
negative skew and improve linearity between the outcomes and covariates. Primary 
hypotheses examining differences in risky sex behaviors between participant groups were 
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evaluated using four one-way analyses of covariance (ANCOVAs) with young adult 
group serving as the between subjects factor and controlling for the influence of alcohol 
and drug use (AUDIT and DAST-10 total scores), perceived risk of contracting HIV 
(PRHS total scores), symptom distress (SD subscale scores), and race (White vs. Non-
White). Pairwise comparisons were conducted with Holm-Sidak tests (Aickin & Gensler, 
1996; Holm, 1979; Seaman, Levin, & Serlin, 1991) to evaluate the a priori expected 
differences in risky sex behaviors between former CINI youth and incarcerated youth and 
former CINI youth and community youth. Holm-Sidak was chosen as this multiple 
comparison test offers a balance between conservative and liberal post-hoc tests and 
provides greater statistical power than a Bonferroni correction (Aickin & Gensler, 1996). 
Given the conceptual relation between items comprising the STD-KQ and the HIV-KQ-
18, the primary hypotheses evaluating differences in sexual health knowledge between 
participant groups were evaluated using multivariate analysis of covariance 
(MANCOVA), with participant group serving as the between subjects factor, STD-KQ 
and HIV-KQ-18 total scores serving as the two dependent variables, and AUDIT, DAST, 
and PRHS total scores; SD subscale scores; and race serving as control variables.    
Effects sizes are reported for all analyses. Corresponding 90% confidence 
intervals, computed using Wuensch’s (2016) effect size confidence interval 
computational tool for SPSS, are reported for ηp2. Given that ηp2 cannot be less than 0 and 
standard ANOVA F-tests are one-tailed, 90% confidence intervals are reported for ηp2, as 
95% confidence intervals would include values less than 0.  For ANCOVA and 
MANCOVA analyses, Cohen’s partial eta-squared was interpreted using the following 
norms: small = .01, medium = .06, large = .14 (Field, 2005).  
28 
 
Using G*Power (Faul, Erdfelder, Lang, & Buchner, 2007), a sample of 222 
former community youth, 293 former CINI youth, and 110 former incarcerated youth, 
with an alpha of .05 and a medium effect size (ƒ2 = .15) produced a power of .93 for the 
primary ANCOVA analyses with one between subjects factor of three levels and five 
covariates, and a power greater than .99 for the primary MANCOVA analysis with one 
between subjects factor of three levels, five covariates, and two dependent variables.  
 In order examine the effect of the prototype-willingness model on young adult 
engagement in risky sexual behaviors, path analysis was conducted with Mplus 7.0 
software (Muthen & Muthen, 1998-2011). Path analysis was chosen given the minimal 
correlation among the four indices of risky sex behaviors to produce a latent risky sex 
behavior variable. Thus, this study evaluated prototype-willingness on each measure of 
risky sex behaviors (i.e., the number of times a participant reported having had sex 
without a condom, the number of times a participant reported having had sex without a 
condom and while intoxicated, and the number of steady partners and the number of 
casual partners participants reported having had sex without a condom) within the past 
three months. To account for skewed data, maximum likelihood estimation with robust 
standard errors (MLR) was used. The following fit estimates were used to assess model 
fit: Chi-square χ2: p > .05 excellent, Comparative Fit Index (CFI; ≥ .90 acceptable, ≥ .95 
excellent), Root Mean Square Error of Approximation (RMSEA; ≤ .08 acceptable, ≤ .05 
excellent), and the Standardized Root Mean Square Residual (SRMR; ≤ .08 acceptable, ≤ 
.05 excellent) (Hu & Bentler, 1999). Given that missingness for the data were less than 
1% for all variables used in these analyses, the mechanism of missingness was treated as 
ignorable (missing at random) and full information maximum likelihood estimate 
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techniques were implemented to include all available data. To test the significance of the 
indirect effect, the Model Indirect command in Mplus was used to calculate a 
standardized indirect effect estimate and biased-corrected bootstrap confidence intervals. 
Multiple-group path analysis was employed to evaluate and examine whether differences 
in the structural parameters across the three participant groups (i.e., former community, 
former CINI, and former incarcerated youths) were statistically significant. Five nested 
models were compared to test for cross-group invariance: 1) a baseline model wherein all 
paths were free to vary, 2) a second model wherein the path from prototype to willingness 
was constrained to be invariant, 3) a third model where the path from prototype to 
willingness and the path from willingness to risky sex behaviors were constrained to be 
invariant, 4) a fourth model where all paths were constrained to be invariant across 
participant groups, and 5) a fifth model where residual covariances between the four risky 
sex behavior outcomes were constrained to be invariant. Moderation was assumed if 
model fit (i.e., chi-square) significantly deteriorated after each of the aforementioned 
nested models were run and compared to the previously run model (e.g., model 2 v. 
model 1). Comparisons among nested models, to test for moderation, were done using 
scaled chi-square difference tests (Satorra, 2000). Alpha levels in the path analyses were 
restricted to α ≤ .05 to control for Type I error. See Figure 1 for a visual depiction of the 
model tested.  
 CHAPTER 4: RESULTS 
4.1 Preliminary Analyses 
Regarding assumptions of the planned analyses, correlations between predictor 
variables (i.e., AUDIT, DAST-10, PRHS, OQ.45 Symptom Distress, race, and participant 
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group) did not exceed .7, and tolerance statistics were within acceptable ranges for all 
variables, indicating no significant multicollinearity. Visual inspection of the data (i.e., 
histograms, Q-Q plots, scatterplots) indicated that the risky sex behavior outcome data 
(i.e., frequency of having sex without a condom, frequency of having sex without a 
condom while intoxicated, and number of steady and number of casual partners with 
whom one had sex without a condom within the past three months) and three covariates 
(i.e., AUDIT, DAST-10, and PRHS) were positively skewed for all participant groups. 
To correct for non-normal distribution of the dependent variables a value of one was first 
added to each participant’s response for the following variables: a) frequency of having 
sex without a condom, b) frequency of having sex without a condom and while 
intoxicated, c) number of steady partners with whom one had unprotected sex, and d) 
number of casual partners with whom one had unprotected sex. Logarithmic (log10) 
transformations were then performed on each of these dependent variables, which 
reduced positive skew and improved linearity between participant groups and dependent 
outcomes as revealed by visual inspection of histograms and Q-Q plots. 
Heteroscedasticity was present in all models. Homogeneity of variance was met only for 
the model in which the dependent variable was the number of steady partners with whom 
one had sex without a condom within the past three months (i.e., Levene’s Test of 
Equality of Error Variance, p = .27), and this assumption was violated for all other 
models (i.e., Levene’s Test of Equality p < .05). Notable outliers (i.e., greater than three 
standard deviations above the mean) were observed for the variables, having sex without 
a condom (n = 1), having sex without a condom while intoxicated (n = 5), and the 
number of steady (n = 5) and the number of casual partners with whom one had 
31 
 
unprotected sex within the past three months (n = 7). These outliers were retained in 
analyses given the large sample size and the robustness of ANCOVA to minimal outliers. 
Results are interpreted in the context of these assumption violations.  
Preliminary assumption checking for the one-way MANCOVA, used to determine 
the influence of participant group on STD-KQ and HIV-KQ-18 performance, revealed 
that data were normally distributed for STD-KQ total scores, but negatively skewed for 
HIV-KQ-18 total scores. To correct for negative skew, a reflect and logarithmic (log10) 
transformation was applied to the HIV-KQ-18 total scores. Specifically, mean HIV-KQ-
18 total scores were subtracted from the largest HIV-KQ-18 total score, after which a 
value of one was added to each score, and then a log10 transformation was applied to 
these values. After this transformation was applied, data appeared normally distributed 
based upon visual inspection of histograms, Q-Q plots, and skewness estimates for each 
participant group. There were no notable univariate outliers for both the STD-KQ or 
HIV-KQ-18, as assessed by boxplots. Examination of Malahanobis distances revealed 
one notable multivariate outlier, which was retained in the model reported given that it 
had no substantial impact on results when the model was run both with and without it. 
Linear relationships, as assessed by scatterplot, existed between each pair of dependent 
variables for each participant group. There was no multicollinearity, r = -.71, p < .01, and 
homogeneity of variance-covariance was met (Box’s M test p = .90).  
The proportion of former community youth who identified as White (65%) was 
significantly less than the proportion of former CINI (78%) and former incarcerated 
(70%) youth identifying as White, χ2 (2, N = 625) = 10.70, p = .01, Cramer’s V = .13. 
Participant groups also differed on whether or not participants had sex before age 18, χ2 
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(2, N = 625) = 23.71, p < .001, Cramer’s V = .20.  The proportion of former community 
youth participants who endorsed having had sex before 18 years old (86.5%) was 
significantly less than the proportion of former CINI youth (96.6%) and former 
incarcerated youth (97.3%). Participant group was not significantly associated with either 
gender, χ2(2, N = 625) = 2.73, p = .26, Cramer’s V = .07, or whether or not someone had 
ever learned about sexual health in their lifetime, χ2 (2, N = 625) = 0.95, p = .62, 
Cramer’s V = .04. Results of the one-way ANOVAs in which current age, age at which 
one first learned about sexual health, and age at first sexual intercourse were regressed 
separately onto participant group revealed that self-reported age at first sexual intercourse 
differed significantly by participant group, F(2, 579)= 48.13, p < .001, ηp2 = .14, 90% CI 
[0.10, 0.18]. Pairwise comparisons revealed that former community youth reported being 
significantly older when they first had sex than were former CINI youth, MDiff = 1.42, p < 
.001, 95% CI [0.89, 1.96], and former incarcerated youth, MDiff = 2.75, p < .001, 95% CI 
[2.06, 3.43]. Additionally, former CINI youth reported being significantly older than did 
former incarcerated youth, MDiff = 1.32, 95% CI [0.67, 1.97], p < .001, when they first 
had sex. Participant groups did not differ significantly on current age, F(2, 621) = 2.07, p 
= .13, ηp2 = .01, 90% CI [0.00, 0.02] or age at which they first learned about sexual 
health,  F(2, 551) = 1.50, p = .23, ηp2 = .01, 90% CI [0.00, 0.02].  
4.2 Assessment of Covariates 
Overall, the total sample reported alcohol use below the AUDIT clinical threshold 
for problematic alcohol use, M = 7.07; SD = 7.11. Seventeen percent (n = 107) of the 
total sample reported using illegal drugs (i.e., cocaine, heroin, barbiturates, speed, or 
LSD) within the past 12 months, and DAST-10 total scores, M = 0.71; SD = 1.89, fell 
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below the clinical cut-off (i.e., greater than 3) for possible drug use disorder. On average, 
participants held low risk perceptions of contracting HIV, M = 17.79; SD = 5.31, and SD 
subscale scores were indicative of minimal psychological distress, M = 31.26; SD = 
16.59. When AUDIT, DAST-10, PRHS, and SD subscale scores were regressed 
separately onto participant group, results revealed significant group differences in 
AUDIT total scores, F(2, 622) = 23.01, p < .001, ηp2 = .07, 90% CI [0.04, 0.10] and 
DAST-10 total scores, F(2, 622) = 7.49, p = .001, ηp2 = .02, 90% CI [0.01, 0.04].  
Pairwise comparisons revealed that former incarcerated youth scored within the clinical 
range for problematic alcohol use on the AUDIT, but significantly higher than former 
CINI, MDiff = 2.90, p = .001, 95% CI [1.06, 4.74], and former community youth, MDiff = 
5.35, p < .001, 95% CI [3.44, 7.27]. Former CINI youth also produced significantly 
higher AUDIT scores than did former community youth, MDiff = 2.45, p < .001, 95% CI 
[0.99, 3.92]. Former incarcerated youth attained significantly higher DAST-10 total 
scores than did former CINI youth, MDiff = 0.63, p = .01, 95% CI [0.13, 1.13], and former 
community youth, MDiff = .84, p < .001, 95% CI [0.32, 1.36]. No significant differences 
were observed between groups in PRHS total scores, F(2, 622) = 2.22, p = .11, ηp2 = .01, 
90% CI [0.00, 0.02], or SD subscale scores, F(2, 622) = 0.71, p = .49, ηp2 = .00, 90% CI 
[0.00, 0.01]. See Table 4 for means and standard deviations of the AUDIT, DAST-10, 
PRHS, and SD subscale for the total sample and each participant group.  
4.3 Differences in Risky Sex Behaviors among Former Community Youth, Former CINI 
Youth, and Former Incarcerated Youth 
Regarding sexual activity, participants reported having had sex without a condom 
between 0 and 200 times within the past three months, M = 11.49 times; SD = 20.46, with 
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significant differences observed between groups, F(2, 617), 12.97, p < .001, ηp2 = .04, 
90% CI [0.02, 0.07]. Former community youth reported having had sex without a 
condom, within the past three months, significantly less often than former CINI youth, 
Mdiff = -.26, p < .001, 95% CI [-0.38, -0.14], and former incarcerated youth, Mdiff = -.19, 
p =.01, 95% CI [-0.36, -0.03]. Former CINI youth and former incarcerated youth did not 
differ in the number of times they reported having had sex without a condom. When 
controlling for covariates (i.e., substance use, psychological distress, perceived risk of 
contracting HIV, and race) in this model, both AUDIT, F(1, 617), 7.37, p = .01, ηp2 = .01, 
90% CI [0.00, 0.03] and DAST scores, F(1, 617), 7. 80 p = .01, ηp2 = .01, 90% CI [0.00, 
0.03] significantly predicted number of times participants endorsed having had sex 
without a condom.  
Compared to frequency of unprotected sex while sober, participants reported 
fewer instances of having had sex without a condom while they were under the influence 
of alcohol and/or drugs, M = 4.59, SD = 10.21; range: 0 to 90. Significant differences 
were observed between participant groups for this outcome, F(2, 617) = 12.13, p < .001, 
ηp2 = .04, 90% CI [0.02, 0.06]. Former community youth reported having had sex without 
a condom while intoxicated significantly less often than did former CINI youth, Mdiff = -
.19, p < .001, 95% CI [-0.28, -0.09], and former incarcerated youth, Mdiff = -.17, p = .003, 
95% CI [-0.29, -0.05]. Former CINI youth and former incarcerated youth did not differ 
on how many times they reported having had unprotected sex while intoxicated. When 
controlling for substance use, perceived risk of contracting HIV, and symptom distress, 
both AUDIT, F(1, 617), 54.90, p < .001, ηp2 = .08, 90% CI [0.05, 0.12] and DAST total 
scores, F(1, 617), 10.45, p = .001, ηp2 = .02, 90% CI [0.00, 0.04] significantly predicted 
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number of times participants reported having had sex without a condom while 
intoxicated.  
Participants reported having between 0 to 100 steady partners, M = 1.12, SD = 
4.20—those being partners with whom they were in an ongoing, committed 
relationship—with whom they had had sex without a condom. Of those reporting steady 
partners, 45.3% of steady partners were identified as female. Participant groups did not 
significantly differ on number of steady partners with whom they reported having had 
unprotected sex, F(1, 617) = 1.40, p = .25, ηp2 = .01, 90% CI [0.00, 0.02].  
Participants reported having between 0 to 25 casual partners, M = 1.16, SD = 
2.80—those being partners with whom they were not seriously dating—with whom they 
had sex without a condom. For those reporting unprotected sex with a casual partner, 
27.8% of casual partners were identified as female and 56.7% indicated that their female 
partner was using some form of contraception. Significant differences across participant 
groups were observed for number of casual partners, F(2, 617) = 6.12, p = .002, ηp2 = .02, 
90% CI [0.00, 0.04].  Former incarcerated youth reported significantly more casual 
partners than did former community youth, Mdiff = 1.08, p = .002, 95% CI [0.34, 1.82], 
and former CINI youth, Mdiff = .75, p = .03, 95% CI [0.05, 1.44]. A significant difference 
in the number of casual partners was not observed between former CINI and former 
community youths. All covariates significantly predicted participants’ reported number of 
casual partners, AUDIT, F(1, 617), 22.12, p < .001, ηp2 = .04, 90% CI [0.02, 0.06], 
DAST, F(1, 617), 24.16, p < .001, ηp2 = .04, 90% CI [0.02, 0.07], PRHS total scores, F(1, 
617), 18.92, p < .001, ηp2 = .03, 90% CI [0.01, 0.06], and SD subscale scores, F(1, 617), 
6.48, p = .01, ηp2 = .01, 90% CI [0.00, 0.03]. 
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See Table 6 for estimates of risky sex behavior outcomes for each model. See 
Table 7 for pairwise comparisons of risky sex behavior outcomes between groups.  
4.4 Differences in STI and HIV Knowledge among Former Community Youth, Former 
CINI Youth, and Former Incarcerated Youth 
For the STD-KQ, participants’ total scores, M = 15.53, SD = 6.37, reflected 
minimal knowledge of STIs. Former community youth tended to score higher on the 
STD-KQ, M = 15.68, SD = 6.38, than did former CINI youth, M = 15.53, SD = 6.46, and 
former incarcerated youth, M = 15.25, SD = 6.13. Average HIV-KQ-18 total scores for 
the entire sample, M = 12.99, SD = 4.19, suggested adequate knowledge regarding HIV. 
Participant groups did not differ significantly on the combined dependent variable of 
STD-KQ and HIV-KQ-18 total scores, F(4, 1232) = 0.18, p = .95, Wilks’ Λ = 1.00, ηp2 = 
.00, 90% CI [0.00, 0.00]. Follow-up univariate ANOVAs supported the MANCOVA 
findings that both STD-KQ, F(2, 617) = 0.003, p = .99, ηp2 = .00, 90% CI [0.00, 0.00] 
and HIV-KQ-18, F(2, 617) = 0.18, p = .84, ηp2 = .00, 90% CI [0.00, 0.00] total scores did 
not differ significantly between participant groups. When controlling for covariates, 
AUDIT total scores, F(1, 617) = 7.01, p = .01, ηp2 = .01, 90% CI [0.01,0.04] and SD 
subscale scores, F(1, 617) = 7.19, p = .01, ηp2 = .01, 90% CI [0.01, 0.04] significantly 
predicted HIV-KQ-18 total scores. 
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4.5 Overall Model Fit of Prototype-Willingness Model on Young Adult Engagement in 
Risky Sex Behaviors across Participant Group  
 All bivariate correlations among study variables were significant and in the 
expected directions (see Table 9).  
 Multiple group path analysis was implemented to examine and test for significant 
differences in the structural parameters across the three participant groups. First, a 
multiple group model was estimated with all parameters allowed to freely vary across 
groups. This model was just identified (i.e., zero degrees of freedom) so after inspection 
of the correlation between the two prototype scores (i.e., for someone who always 
chooses to use a condom and for someone who regularly chooses to not use a condom 
when having sex), which were equivalent across groups, this parameter was fixed to be 
equal across groups in order to determine model fit. This model (Model 1) demonstrated 
excellent fit, χ2 (2, N = 625) = 0.38, p = .83, RMSEA = 0.00, 90% CI [0.00, 0.08], CFI = 
1.0, SRMR = 0.02.  
 As predicted, significant, direct associations were observed between prototype 
and engagement in risky sex behaviors. However, this hypothesis was only supported for 
the former incarcerated youth sample. For former incarcerated youth, more favorable 
impressions of a sexually promiscuous peer (i.e., one who regularly chooses to have sex 
without a condom) were significantly associated with greater frequency of having sex 
without a condom, b = .45, SE = 0.11, p < .001, 95% CI [0.24, 0.66], and having sex 
without a condom while intoxicated, b = .30, SE = 0.12, p = .01, 95% CI [0.06, 0.54]. In 
contrast, more favorable impressions of someone who always chooses to practice safe sex 
(i.e., use a condom) were significantly associated with greater frequency of having sex 
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without a condom, b = .21, SE = 0.07, p = .01, 95% CI [0.06, 0.35] but with fewer steady, 
b = -.14, SE = 0.06, p = .03, 95% CI [-0.26,  -0.01] and casual partners, b = -.26, SE = 
0.06, p < .001, 95% CI [-0.38, -0.14] with whom one had unprotected sex within the past 
three months. No other significant direct associations were observed between prototypes 
and engagement in risky sex behaviors for the former community youth and former CINI 
youth groups.   
 Consistent with hypotheses, greater willingness to engage in unprotected sex 
demonstrated a significant positive association with frequency of engaging in risky sex 
behaviors. However, this hypothesis was only supported for the former community and 
former CINI youth groups. For the former community youth group, being more willing to 
have unprotected sex was significantly associated with greater frequency of having sex 
without a condom while intoxicated, b = .18, SE = 0.07, p = .01, 95% CI [0.04, 0.31] and 
with more steady, b = .21, SE = 0.07, p = .002, 95% CI [0.08, 0.35] and casual partners, b 
= .33, SE = 0.06, p < .001, 95% CI [0.21, 0.44] with whom one had sex without a 
condom within the past three months. For the former CINI youth group, being more 
willing to have unprotected sex was significantly related to greater frequency of having 
sex without a condom while intoxicated, b = .17, SE = 0.06, p = .002, 95% CI [0.06, 
0.28] and with more casual partners with whom one had sex without a condom within the 
past three months, b = .13, SE = 0.05, p = .01, 95% CI [0.03, 0.24].  
 Consistent with hypotheses, prototype was indirectly related to engagement in 
risky sex behaviors through willingness to engage in unprotected sex, but only for the 
former community and former CINI youth groups. For the former community youth 
group, more favorable impressions of a sexually promiscuous peer were significantly 
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related, through willingness to have unprotected sex, to more times having sex without a 
condom while intoxicated, b = .06, SE = 0.02, p = .01, 95% CI [0.01, 0.11] and with more 
steady, b = .07, SE = 0.03, p < .001, 95% CI [0.02, 0.12] and with more casual, b = .11, 
SE = 0.03, p < .001, 95% CI [0.06, 0.16] partners with whom one had unprotected sex 
within the past three months. For the former CINI youth group, more favorable 
impressions of a sexually promiscuous peer were significantly associated, through 
willingness to have unprotected sex, with more times having sex without a condom while 
intoxicated, b = .06, SE = 0.02, p = .01, 95% CI [0.02, 0.10] and with more casual 
partners with whom one had sex without a condom within the past three months, b = .04, 
SE = 0.02, p = .02, 95% CI [0.01, 0.08].  For the former community youth group, more 
favorable impressions of a peer who always chooses to practice safe sex were 
significantly associated, through willingness to have unprotected sex, with fewer steady, 
b = -.02, SE = 0.01, p = .04, 95% CI [-0.04, -0.002] and fewer casual, b = -.04, SE = 0.01, 
p = .01, 95% CI [-0.06, -0.01] partners with whom one had sex without a condom within 
the past three months. For the former CINI youth group, more favorable impressions of a 
peer who always chooses to practice safe sex were significantly related, through 
willingness to have unprotected sex, with fewer times having sex without a condom while 
intoxicated, b = -.02, SE = 0.01, p = .04, 95% CI [-0.04, -0.001]. See Figure 3 for a visual 
depiction of the prototype-willingness model applied to risky sex behaviors for each 
participant group.  
 To test for whether participant group status moderated the indirect effect of 
prototype perception of both sexually promiscuous and sexually conservative peers on a 
participant’s engagement in risky sex behaviors through their willingness to engage in 
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unprotected sex, pathways were systematically constrained to be equal across groups. 
First, the paths between each prototype score and willingness were constrained to be 
invariant across the three participant groups (Model 2). Nested model comparisons 
between the first model and this model (Model 2) resulted in equivalent fit across groups, 
which did not support moderation for these pathways, ∆ χ2 (4) = 5.2, p = .27. Thus, the 
more parsimonious model [i.e., constraining the a paths (i.e., the paths between prototype 
scores and willingness to have unprotected sex) to be equal across groups, such that there 
were fewer free parameters] was retained. Next, the paths between willingness and the 
four risky sex behavior outcomes were constrained to be equal across groups (Model 3). 
Nested model comparisons between Model 2 (a paths constrained) and this model (i.e., b 
paths) resulted in equivalent fit, which did not support moderation for these pathways, ∆ 
χ2 (8) = 7.29, p = .51. Thus, the more parsimonious model (i.e., constraining both a and b 
paths to be equal across groups) was retained (Model 3). Next, the paths between each 
prototype score and the four risky sex behavior outcomes were constrained to be equal 
across groups (Model 4). Nested model comparisons between the Model 3 (a and b paths 
constrained) and this model (c’ path) resulted in equivalent fit, which did not support 
moderation for these pathways, ∆ χ2 (16) = 17.81, p = .34. Thus, the more parsimonious 
model (i.e., constraining all a, b, and c’ paths to be equal across groups) was retained 
(Model 4). Lastly, residual covariances between the four risky sex behavior outcomes 
were constrained to be equal (Model 5). Nested model comparisons between Model 4 (a, 
b, and c’ paths constrained) and this model resulted in a significant deterioration in 
model, ∆ χ2 (12) = 32.56, p = .001, thus, Model 4 was retained as the final model. The 
final model demonstrated excellent fit, χ2 (30, N = 625) = 29.14, p = .51, RMSEA = 0.00, 
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90% CI [0.00, 0.05], CFI = 1.0, SRMR = 0.05. See Figure 4 for a visual depiction of the 
final model. 
CHAPTER 5: DISCUSSION 
Overall, study findings revealed that young adults with juvenile arrest histories 
(i.e., former CINI and former incarcerated youth) engaged in risky sex behaviors at 
higher rates than did young adults without juvenile arrest histories (i.e., former 
community youth). Consistent with hypotheses, former CINI youth reported having had 
unprotected sex, both while sober and intoxicated, more frequently than did former 
community youth. Contrary to hypotheses, former CINI youth and former incarcerated 
youth reported similar rates of sexual risk-taking. Although rates of risky sex behaviors 
have been shown to decline over time in former justice-involved youth (Abram, Stokes, 
Welty, Aaby, & Teplin, 2017), this study’s findings reveal that the prevalence and pattern 
of risky sex behaviors remains high for young adults who became legally involved as 
juveniles.  
Despite differences in engagement in risky sex behaviors, young adults with and 
without juvenile arrest histories demonstrated similar degrees of HIV and STI 
knowledge, with both groups showing greater familiarity with HIV than STI information. 
Further, study findings suggest that greater HIV knowledge does not necessarily translate 
into safer sex practices, and lower STI-specific knowledge may account for some 
participants’ heightened engagement in risky sex behaviors.  
Consistent with hypotheses and other research examining the prototoype-
willingness model on young adult sexual behavior (for a review, see Thornton, Gibbons, 
& Gerrard, 2002), participants who held more favorable impressions of sexually 
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promiscuous peers engaged more frequently in risky sex behaviors, particularly if they 
were more willing to engage in unprotected sex. However, this association was only 
evident for former community and former CINI youth. Former incarcerated youth who 
held more favorable impressions of sexually promiscuous peers tended to engage more 
frequently in unprotected sex while sober and while intoxicated, regardless of their 
willingness to engage in unprotected sex. Given that the prototype-willingness model 
focuses on the effects of social and contextual factors influencing health behaviors (Stock 
et al., 2015), it seems appropriate that willingness to have unprotected sex influenced the 
relation between perception of sexually promiscuous peers and actual sexual risk-taking 
for former community and former CINI youth only. Unlike their peers who were in 
residential juvenile justice placements, former community and former CINI youths may 
have had more typical socialization experiences that allowed them to develop distinct 
images of sexually promiscuous and sexually prudent peers, shaping their willingness to 
have unprotected sex.  
Collectively, these results underscore 1) the vulnerability of former justice-
involved youth, especially former CINI youth, to contracting and transmitting HIV and 
STIs as they age into young adulthood and 2) the public health problem these individuals 
pose to the juvenile justice system and the community at large. Research examining 
sexual risk-taking among justice-involved youth has largely focused on incarcerated and 
detained youth (Donenberg et al., 2015); study findings extend previous research to a 
broader set of justice-involved youth—court-involved, non-incarcerated youth. Policy 
and practice developments in the context of this study findings are discussed next.    
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5.1 Implications 
 School-based sexual health programming may not be sufficient to meet the unique 
sexual health needs of CINI youth. Former CINI youth in this study demonstrated 
patterns in sexual risk taking that were distinct from former community youth. Several 
sexual health education programs have been designed and implemented in schools that 
have been shown to increase condom and contraception use, reduce STIs, and delay 
sexual debut among various socioeconomic and ethnic adolescent groups (for a review 
see, Advocates for Youth, 2012). The Future of Sex Education Initiative (FoSE) 
recommends that school-based sexual health programming implement evidence-based 
interventions for adolescent sexual risk-taking (Advocates for Youth, 2009; 2012) and 
comply with the National Sexuality Education Standards that outline core content areas 
(i.e., anatomy and physiology; puberty and adolescent development; biological, sexual, 
sexual orientation, and gender identity; pregnancy and reproductive health; HIV and STI 
prevention, healthy romantic and sexual relationships, and personal safety) and indices of 
core content competency (e.g., interpersonal communication and decision making skills 
to promote sexual health) for students in kindergarten through 12th grade (FoSE Initiative, 
2011). However, content and issues relevant to CINI youth, such as chronic substance 
use, do not appear to be prominent features of sexual health program standards designed 
for the general adolescent population. Although standards and empirically supported 
sexual risk reduction interventions exist to make school-based sexual health 
programming comprehensive (Advocates for Youth, 2012; FoSE Initiative, 2011), sexual 
health education is inconsistently implemented in schools nationwide (FoSE Initiative, 
2011) due to a multitude of factors (e.g., lack of funding for program materials, lack of 
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training for sexual health educators, personal influences of educators; Woo, Soon, 
Thomas, Kaneshiro, 2011). These structural barriers, coupled with factors that keep CINI 
youth from regularly attending school (e.g., truancy, alternative school placement, 
detainment), underscore the need for community-based sexual health care and HIV/STI 
prevention interventions for CINI youth. 
 If tailored to address their specific sexual health needs and barriers to accessing 
and receiving care, sexual health programming designed for youth placed within the 
juvenile justice system may be most appropriate for CINI youth. HIV prevention 
interventions for justice-involved youth that target affect management, motivation, and 
skills training have been found to be most effective in improving HIV-related knowledge 
and attitudes and promoting disengagement from risky sex behaviors, albeit with modest 
effect sizes (Tolou-Shams et al., 2010). Additionally, promising evidence exists for 
family-based HIV prevention interventions with juvenile drug court youth and caregivers 
that address parent-child affect management and communication around safe sex 
practices [i.e., Risk reduction for Adolescents and Parents (Project RAP); Tolou-Shams et 
al., 2017] as well as parents’ use of contingency management to shape adolescent 
behaviors [Risk Reduction Therapy for Adolescents (RRTA); Letourneau et al., 2017]. 
Juvenile drug court youth participating in these programs have demonstrated, at three- 
and 12-month follow-ups, decreased marijuana use and sexual risk-taking as well as 
increased HIV testing and motivation to reduce substance use (Letournea et al., 2017; 
Tolou-Shams et al., 2017). Such programming may address underlying processes, like 
emotional dysregulation and family dysfunction, that promote CINI youths’ problematic 
substance use, which, in turn, heightens their HIV and STI risk. However, several factors 
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can challenge the feasibility of implementing family-based interventions with court-
involved youth and caregivers, such as demands on families to attend multiple court-
mandated required interventions (e.g., substance abuse counseling and/or after-school 
tutoring) (Tolou-Shams et al., 2011) and limited transportation means and treatment buy-
in among caregivers (Perkins-Dock, 2001). Future sexual health programming should 
consider how best to overcome these factors in ways that promote families’ engagement 
in and judges’ and legal stakeholders’ support for such programming within the juvenile 
justice system.  
Adolescent sexual risk reduction programs that only address HIV and STI 
knowledge may not have their intended effect when used with CINI youth. Participants, 
regardless of status, performed similarly on measures of sexual health knowledge and 
demonstrated greater familiarity with HIV than STI contraction and transmission 
information. Adolescent HIV prevention interventions have traditionally been designed 
based on the premise that increases in HIV knowledge yield decreases in sexual risk-
taking (Wallerstein & Bernstein, 1988); however, the results of this study and others 
(Boyer et al., 2000; Johnston, et al., 2011; Swenson et al., 2010) disabuse this notion and 
show that greater knowledge does not translate to safer sex practices. Notably, HIV risk 
perception was low across all participant groups and may partially explain why greater 
HIV knowledge did not promote disengagement from risky sex behaviors. Personal 
perception of one’s vulnerability to HIV and/or STIs may be a key motivating factor in 
adolescent sexual behavior (Hoehn, FitzGerald, Bhatt, Robinson, Lippe, & Reed, 2016). 
Sexual risk reduction programs for CINI youth should consider treating HIV and STI risk 
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perception as a primary, and potentially more salient, intervention target rather than 
general sexual health knowledge. 
The interplay of socially influenced constructs, specifically perceptions of peers 
and behavioral willingness in sexually risky situations, merits inclusion in CINI youth 
sexual health programming. In this study, perceptions of sexually promiscuous peers and 
willingness to have unprotected sex in sexually enticing scenarios appeared to motivate 
former CINI youths’ sexual risk-taking. Former CINI youth in this study held more 
favorable impressions of and felt more similar to peers who regularly practice safe sex 
than to peers who regularly engage in unprotected sex. Despite perceiving sexually 
prudent peers more favorably than unfavorably, former CINI youth still endorsed high 
rates of unprotected sexual activity. Studies examining the confluence of risk perception, 
prototype perception, and behavioral willingness on young adult sexual behaviors 
proposed that downward social comparisons contribute to increased sexual risk-taking; 
when one’s self-perception is more positive than one’s image of a sexually promiscuous 
peer one’s personal sense of vulnerability to associated consequences of sexual risk-
taking may be diminished, ultimately, encouraging engagement in risky sex behaviors 
(Thornton et al., 2002). Given the complex social forces that drive sexual risk-taking 
(Johnston et al., 2011), peer-based delivery models may yield better outcomes in sexual 
health programming for former CINI youth. Peers who understand the unique cultural 
and social nuances of CINI youths’ social and family environments may deliver content 
in more accurate, meaningful, and culturally appropriate ways that increase CINI youths’ 
personal risk perception to contracting HIV and other STIs (Johnston et al., 2011). 
Further, the replicability of the prototype-willingness model across both the former 
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community and former CINI youth samples supports the reliability of this model in 
explaining sexual risk-taking; it also supports the potential value of implementing peer-
based models of sexual health programming across various adolescent and young adult 
samples.  
Substance use treatment services may be instrumental in delivering sexual health 
programming to CINI youth. Given high rates of alcohol and drug use problems among 
juvenile arrestees (McClelland et al., 2004; Robertson et al., 2004; Teplin et al., 2005), 
many juvenile arrestees are processed through juvenile drug courts and court-mandated to 
receive substance use treatment (Belenko & Dembo, 2003). However, recent research 
found that the many substance use services delivered to adolescents occur in isolation 
from co-occurring problems (Letourneau et al., 2017), such as HIV- and STI-risk. Such 
research is concerning given that 1) youth with substance use disorders are two to eight 
times more likely to acquire STIs than youth without a substance use disorder (Cook, et 
al., 2006; Staras, Tobler, Maldonado-Molina, & Cook, 2011; Tapert, Aarons, Sedlar, & 
Brown, 2001) and 2) two thirds of juvenile detainees report unprotected sex while drunk 
or high (Teplin et al., 2003). In this study, former CINI youth demonstrated more 
problematic alcohol use and higher rates of unprotected sex while intoxicated than did 
former community youth. In the context of this study’s results, substance use treatment 
may act as an important vehicle for delivering sexual health education and intervention to 
CINI youth. Thus, substance use treatment for CINI youth should not occur in isolation 
from co-occurring behavioral and emotional issues and comprehensively address the 
synergy between substance use and HIV/STI risk.  
48 
 
Study findings are not only useful for broadly informing CINI youth sexual health 
programming, but also in evaluating the juvenile justice system’s approach to juvenile 
sex trafficking. Adolescent female sex workers are highly vulnerable to HIV and others 
STIs due to various social (e.g., lower self-efficacy negotiating condom use with 
partners) and biological (e.g., sensitivity to infection within developing genitalia tract) 
factors (Silverman, 2011). Further, the proportion of female juvenile arrests has increased 
over the past four decades (Office of Juvenile Justice and Delinquency Prevention, 2011), 
and adolescent girls in the juvenile justice system are highly vulnerable to contracting 
and transmitting HIV and other STIs due to the interplay of several social, psychological, 
and behavioral risk factors (DiClemente et al., 2014). The juvenile justice system serves 
as a critical outlet for offering sexual health programming to adolescent female sex 
workers who are often removed from sex trafficking by way of arrest and detainment 
within the juvenile justice system (Finklea, 2014). Researchers and policy makers have 
supported legislation and partnerships with community agencies that divert juvenile sex 
workers out of the juvenile justice system and into specialized services (Finklea, 2014). 
Given the extensive mental and emotional needs associated with sex work (Silverman, 
2011), ensuring that diversion services offer comprehensive sexual health treatment and 
education can serve as a vital part of these youths’ rehabilitation and desistance from 
future sex trafficking. 
Results from this study suggest an association between juvenile justice system 
involvement and HIV/STI risk. However, results do not address the role of juvenile 
justice system involvement in adolescents’ contraction and transmission of HIV and other 
STIs. HIV and STIs are prominent diseases among racial and ethnic minorities and youth 
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(Centers for Disease Control and Prevention, 2006a, 2006b). Data reveal racial and ethnic 
disparities in arrest and placement rates throughout the U.S. juvenile justice system, with 
African American youth twice as likely to be arrested as White youth (Rovner, 2014). 
Additionally, delinquent youth are often uninsured (Romero, Teplin, McClelland, Abram, 
Welty, & Washburn, 2007), thus reducing their likelihood of receiving primary medical 
care related to their sexual health. Thus, the juvenile justice system may serve as a 
catchment for youth at increased risk of poor sexual health. The disproportionate rates of 
sexual risk-taking among delinquent youth, as compared to non-offending adolescents 
(Elkington et al., 2008; Teplin et al., 2003), emphasizes the need for easily accessible 
community-based sexual health care and education that can potentially reduce youths’ 
engagement in behaviors that increase their risk for HIV and STIs and justice system 
involvement (e.g., substance use, truancy, and sex trafficking).  
5.2 Limitations 
 Study findings should be interpreted within the context of the following 
limitations. This study utilized self-reported, retrospective data collected through an 
anonymous online survey. Results may not generalize to current and former justice-
involved and community adolescents that are not accessible via online surveys.  
However, research finds comparable survey results between behavioral research studies 
conducted through MTurk and those conducted through other electronic or offline 
settings (for a review of studies, see Mason & Suri, 2011). Although the sample size for 
this study was sufficiently large to yield stable and generalizable results, it is unclear how 
much survey content impacted survey results. No mechanism is available through MTurk 
to record how many MTurk Workers reviewed a study’s HIT page prior to accepting; 
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eligible participants may have been dissuaded from accepting the study’s HIT given the 
description of survey questions regarding sexual health. Additionally, the sensitive nature 
of survey questions may have encouraged participants to under- or over-report their 
actual sexual risk taking. Recent research documents that HIV prevention science can 
potentially stigmatize populations at greatest risk for HIV infection (Matthews, Smith, 
Brown, & Malebranche, 2016). Groups, such as men who have sex with men and ethnic 
minorities, may have felt stigmatized by this study’s survey content and may have 
contributed to missing data. Thus, it is difficult to discern the impact of survey content on 
prevalence rates of some risky sex behaviors reported in this study, which may actually 
be lower or higher for this young adult sample.  
 Caution is warranted when interpreting findings due to several statistical 
limitations. Violations of the assumptions underlying proposed parametric analyses 
resulted in corrections to dependent variable outcomes that may have produced unstable 
estimates of the prevalence of risky sex behaviors in this young adult sample. Notable 
outliers in the dependent variables—such as 100 steady sexual partners and 200 times 
having had unprotected sex within the past three months––contributed to the non-normal 
distribution of scores. Although I considered omitting or adjusting these two outliers, I 
retained them in analyses given their potential accuracy and reflection of the high 
prevalence rates of prostitution and sex trafficking within justice-involved youth samples 
(Finklea, 2014). Other variables measured in this study that were not controlled for in 
primary analyses, such as age at first sex and whether or not a participant had sex before 
age 18, may have explained the lack of differences observed among participant groups in 
their engagement in risky sex behaviors. Additionally, former community youth who 
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reported being arrested as adults were retained in analyses, which may have contributed 
to former community youths’ lower rates of sexual risk-taking as compared to former 
CINI and incarcerated youth. Former community youth arrested as adults may have had 
less time to engage in risky sex behaviors if detained or incarcerated in an adult 
correctional facility for extended periods of time. However, very few participants 
reported having been detained for even one night—and even fewer reported having been 
incarcerated—suggesting that their inclusion in the sample would not have substantially 
impacted the rates of risky sex behaviors reported in this study. 
Structural equation modeling with latent variables that account for measurement 
error were not conducted because observed dependent outcomes were not consistently 
correlated to support creating one distinct latent variable (i.e., model fit was poor). Thus, 
path analysis in MPlus was conducted with cross sectional data that limited the ability to 
infer directionality and causality in the prototype-willingness models. Further, similarity 
to sexually promiscuous and sexually prudent peers, as well as HIV risk perception 
scores, were not included in the prototype-willingness models assessed in this study. If 
included, such variables may have contributed to the observation of more nuanced and 
statistically meaningful associations among prototype perceptions, behavioral 
willingness, and engagement in risky sex behaviors across and within participant groups. 
 5.3 Future Directions 
 This study’s results lend support for the following future research endeavors. 
Contact with the juvenile justice system disrupts normal adolescent development and 
increases one’s vulnerability to sexual risk-taking throughout adolescence and into young 
adulthood (Abram et al., 2017). Although research shows that sexual risk-taking declines 
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with age, former justice-involved youth remain vulnerable to HIV and other STIs due 
high prevalence rates of HIV/STI-risk behaviors in young adulthood (Abram et al., 
2017). Rates of HIV and other STIs among the incarcerated adult sample remain high 
(Wiehe, Rosenman, Aalsma, Scanlon, & Fotenberry, 2015), and HIV prevalence rates are 
five times higher among adult inmates than adults in the general United States population 
(Centers for Disease Control, 2015). Longitudinal research is needed to identify 
prevalence and patterns of sexual risk-taking among youth as they enter and leave the 
juvenile justice system. Such research is particularly warranted to explain how the 
overrepresentation of African American youth detained and placed in the juvenile justice 
system (Sickmund et al., 2015) contributes to disproportionate rates of HIV among 
African Americans (Barskey, Babu, Hernandez, & Espinoza, 2016; Centers for Disease 
Control and Prevention, 2014).  
Future research should also consider how social and cultural barriers hinder CINI 
youths’ access to and uptake of community-based sexual health services. Additionally, 
given how quickly arrested youth are processed and diverted from long-term juvenile 
justice system placement (Belenko, Sprott, & Petersen, 2004), it is important to identify 
and evaluate how collaboration among juvenile justice system agencies (e.g., human 
services, probation, attorneys) may ensure coordination of valuable healthcare services 
for CINI youth that promotes their long-term sexual health (Belenko, Dembo, Rollie, 
Childs, & Salvatore, 2009). 
Given low levels of school connectedness and high rates of truancy and school 
dropout among arrested youth, the juvenile justice system may be the best resource for 
CINI youth to obtain sexual health care and education (Belenko et al., 2009). Training 
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front-end juvenile justice staff on brief, evidence-based behavior change techniques may 
foster productive conversations with CINI youth about sensitive information they do not 
feel comfortable disclosing (i.e., sexual health) and engender within them motivation to 
change HIV- and STI-risk behaviors.  
5.4 Conclusions 
Across all stages of juvenile justice system involvement, youth remain vulnerable to 
HIV and STI contraction and transmission due to high rates of engagement in risky sex 
behaviors (Moser, 2011). However, CINI youth are an emerging subgroup of justice-
involved youth with heightened risk of contracting HIV and other STIs due to high rates 
of engaging in risky sex behaviors and lack of access to and uptake of community-based 
sexual health care and HIV and STI testing (Belenko et al., 2009; Tolou-Shams, Conrad, 
Louis, Hart Shuford, & Brown, 2015). Although research shows a gradual decline in 
sexual risk-taking as one enters adulthood (Abram et al., 2017), this study’s findings, 
coupled with longitudinal work (Abram et al., 2017; Dembo et al., 2000; Johnston et al., 
2011; Romero et al., 2007; Odgers, Robins, & Russel, 2010), suggest that former justice-
involved youth remain at high risk for HIV and STIs due to the persistence of sexual risk-
taking into young adulthood. Results from this study underscore an urgent public health 
need to ensure that CINI youth have easy access to comprehensive sexual health care and 
education as they reenter the community and that they participate in these services. Given 
distinct patterns in sexual risk-taking observed between former CINI and former 
community youth, modifying existing sexual health interventions designed for 
incarcerated youth and delivering HIV/STI prevention interventions in conjunction with 
substance use treatment may be the most appropriate and effective means through which 
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to curb CINI youths’ engagement in risky sex behaviors and promote their long-term 
sexual health.  
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Table 1  
 
Participant Demographics 
 
 Former 
Community 
Youth 
(n = 222) 
Former 
CINI 
Youth 
(n = 293) 
Former 
Incarcerated 
Youth 
(n = 110) 
Total 
(N = 625) 
Gender (Female) 50.9 45.7 41.8 46.9 
     
Education     
     Never attended high 
school   - -  2.7  0.5 
No high school diploma 1.8 2.7  4.5  2.7 
GED/high school 
graduate 42.8 49.8 57.3 48.6 
Associates degree 19.4         16 15.5 17.1 
Bachelors degree 34.7         29 18.2 29.1 
Masters degree   0.9 2.4  1.8   1.8 
Doctorate degree   0.5 - -   0.2 
     
Marital Status     
Single, never married 77 77.5 79.1 77.6 
Married/domestic 
partnership 19.4 21.5 20.9 20.6 
Divorced   1.4 1.0 -   1.0 
Separated   2.3 - -   0.8 
     
Children     
None 85.1         77.4 76.1 79.9 
1  7.2         12 12.8 10.4 
2  5.9  7.2   4.6   6.3 
3  1.4  2.1   1.8   1.8 
4 or more  0.5  1.4   4.6   1.6 
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Table 1 (continued) 
 
Participant Demographics 
 
 Former 
Community 
Youth 
(n = 222) 
Former 
CINI 
Youth 
(n = 293) 
Former 
Incarcerated 
Youth 
(n = 110) 
Total 
(N = 625) 
Current Housing     
Live alone 13.5 15.1                 11 13.8 
Live with roommates 18.9 22.6 27.5 22.2 
Live with significant 
other 
15.8 23.6 20.2 20.2 
Live with spouse  5.9   3.1   2.8          4 
Live with spouse and 
children 
 8.1 12.3 11.9 10.8 
Live with children  1.4   2.4   1.8   1.9 
Live with parents and/or 
other adult family 
members 
             33.3 19.5 22.9        25 
Other  3.2   1.4   1.8   2.1 
     
Current Profession     
Unemployed 15.3   9.9    7.3 11.4 
Part-time employment 23.9 20.9 21.1        22 
Full-time employment 18.5 19.2 27.5 20.4 
Student 42.3         50                 44 46.2 
     
Household Income     
< $20,000 23.9 24.7 27.5 24.9 
$20,000-$34,999 25.2 23.6 28.4        25 
$35,000-$49,999 20.7 18.2 15.6 18.6 
$50,000-$74,999 13.1 21.2 18.3 17.8 
$75,000-$99,999  7.7   4.8   3.7  5.6 
>$100,000  5.9   4.5   3.7  4.8 
Prefer not to answer  3.6   3.1   2.8  3.2 
 
 
 
Note. Percentages reported for all descriptive variables. – data not available for level of 
descriptive variable. 
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Table 2 
 
Frequencies for Participant Sexual Education and Sexual Activity History 
 
 Former  
Community 
Youth 
(n = 222) 
Former 
CINI 
Youth 
(n = 293) 
Former 
Incarcerated 
Youth 
(n = 110) 
Total 
(N = 625) 
Received sexual 
health education 
    
Yes 90.1 87.4 89.1 88.6 
     
Sexual health 
education content 
    
STI  1.5   0.8   3.1   1.4 
HIV          2   3.1 -   2.1 
Safe sex practices  8.5   8.6 10.2 9.1 
Other  0.5   0.8 - 0.5 
Multiple topics        87.5 86.7 86.7 86.8 
     
Sexual health 
education sources 
    
School 38.7 31.4 24.5 32.8 
Probation 
program 
0.5   0.3 -   0.3 
Adult prison 0.5 - -   0.2 
Medical 
office/hospital 
0.9 2   5.5   2.2 
Family member 11.7   6.8   3.6         8 
Friends 4.1   5.5   2.7   4.5 
Television/media 9.9   8.9   1.8         8 
Other 1.4 -   0.9  0.6 
Multiple sources 22.5 32.4               50       32 
Sex before age 18     
Yes 86.5 96.6 97.3 93.1 
 
 
 
Note. Percentages reported for all variables. – data not available for level of  
variable. 
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Table 3 
 
Frequencies for Participant HIV and STI Testing and Diagnosis History 
 
 Former  
Community 
Youth 
(n = 222) 
Former 
CINI 
Youth 
(n = 293) 
Former 
Incarcerated 
Youth 
(n = 110) 
Total 
(N = 625) 
     
Tested for HIV 38.7 59.4 58.2 51.8 
     
Tested positive 
for HIV 
 4.7   1.7 - 2.2 
     
Tested for STI in 
lifetime 
41.4        57 68.2 53.4 
     
Tested for STI in 
past 3 months 
18.5        22.5 24.5 21.4 
     
Diagnosed with 
STI in lifetime 
11.7        17.4 26.4       17 
     
Diagnosed with 
STI in past 3 
months 
  2.7   1.4    7.3 2.9 
 
 
 
Note. Percentages reported for all variables. – data not available for variable. 
  
72 
 
Table 4 
 
Descriptive Estimates for Covariates used in Primary Analyses 
 
 
Former  
Community Youth 
(n = 222) 
Former  
CINI Youth  
(n = 293) 
Former  
Incarcerated Youth 
(n = 110) 
Total  
(N = 625) 
AUDIT M = 4.97(SD = 5.52) 7.43(6.84) 10.33(9.08) 7.07(7.11) 
     
DAST-10 0.46(1.45)   0.67(1.77)   1.30(2.69)   0.71(1.86) 
     
PRHS       17.27(5.10) 17.91(5.50) 18.52(5.14)  17.79(5.31) 
     
SD       31.30(15.47) 30.63(16.85)   32.84(18.09) 31.26(16.59) 
 
 
 
Note. AUDIT = Alcohol Use Disorders Identification Test Self-Report Version; DAST-10  
= Drug Abuse Screening Test-10; PRHS = Perceived Risk of HIV Scale; SD = Symptom 
Distress subscale of the Outcome Questionnaire 45.2. Higher scores on the AUDIT and  
DAST-10 are suggestive of problematic alcohol and drug use with AUDIT total scores 
exceeding 8 indicative of harmful or hazardous drinking and DAST-10 total scores equal  
to or greater than 3 suggestive of a possible drug use disorder. Higher scores on the SD  
subscale and PRHS suggest greater psychological distress and higher perceived risk of  
contracting HIV, respectively.  
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Table 5 
 
Descriptive Estimates for Risky Sex Behaviors and Sexual Health Knowledge 
 
 
Former Community 
Youth  
(n = 222) 
Former 
CINI Youth 
(n = 293) 
Former 
Incarcerated 
Youth 
(n = 110) 
Total 
(N = 625) 
Number of 
times had sex 
without a 
condom in 
past 3 
months  M = 7.91(SD=17.78) 14.21(23.01) 11.47(17.06) 11.49(20.46) 
     
Number of 
times had sex 
without a 
condom and 
intoxicated in 
past 3 
months 2.13(5.66)  5.88(12.11)  6.10(10.97) 4.59(10.21) 
     
Number of 
steady 
partners 0.71(0.73) 1.43(5.96) 1.16(2.01) 1.12(4.20) 
     
Steady 
partner 
gender    
 
Female 40.1% 46.4% 52.7% 45.3% 
Male 36.9%       43% 37.3% 39.8% 
     
Number of 
casual 
partners 0.55(1.26) 1.18(2.67) 2.36(4.50) 1.16(2.80) 
     
Casual 
partner 
gender    
 
Female             23% 27.6% 38.2% 27.8% 
Male 11.7% 18.8% 23.6% 17.1% 
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Table 5 (continued) 
 
Descriptive Estimates for Risky Sex Behaviors and Sexual Health Knowledge 
 
 
Former Community 
Youth  
(n = 222) 
Former 
CINI Youth 
(n = 293) 
Former 
Incarcerated 
Youth 
(n = 110) 
Total 
(N = 625) 
Female 
casual 
partner 
contraception    
 
Yes 52.9% 54.4% 64.1% 56.7% 
No 41.2% 44.1% 33.3% 40.4% 
     
STD-KQ 15.68(6.38) 15.53(6.46) 15.25(6.13) 15.53(6.36) 
     
HIV-KQ-18  13.12(4.06) 12.90(4.27) 13.01(4.26) 12.99(4.19) 
 
 
 
Note. Data for percent of female steady partners using contraception was erroneously left 
out of survey data collection due to technical issue.  
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Table 6 
 
ANCOVA Results for Differences in Risky Sex Behaviors between Participant Groups 
 
      90% Confidence 
Interval 
Dependent 
variable 
Sum of 
squares Df 
Mean 
square F ηp2 
Lower 
Bound 
Upper 
Bound 
Number of times 
had sex without a 
condom  8.17 2  4.09 12.97* .04 0.02 0.07 
        
Number of times 
had sex without a 
condom & 
intoxicated  4.44 2  2.22 12.13* .04 0.02 0.06 
        
# steady partners 49.21 2 24.61  1.40 .00 0.00 0.02 
        
# casual partners 
79.42 2 39.71 
   
6.12* .02 0.00 0.04 
 
 
 
Note. All dependent variables measured within past 3 months. 90% confidence intervals  
reported for ηp2.  
*p < .01. 
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Table 7 
 
Holm-Sidak Comparisons between Participant Groups for Risky Sex Behaviors 
 
    
95% Confidence 
Interval 
Dependent 
Variable Comparison 
Mean 
Difference 
Standard 
Error 
Lower 
Bound 
Upper 
Bound 
Number of times 
had sex without a 
condom CY-CI   -0.26** .05 -0.38 -0.14 
 CY-IN -0.19* .07 -0.36 -0.03 
 CI-IN        0.07 .06 -0.09  0.22 
      
Number of times 
had sex without a 
condom & 
intoxicated CY-CI   -0.19** .04 -0.28 -0.09 
 CY-IN   -0.17** .05 -0.29 -0.05 
 CI-IN 0.02 .05 -0.10  0.13 
      
Number of steady 
partners CY-CI -0.63 .38 -1.55 0.29 
 CY-IN -0.24 .51 -1.47 0.97 
 CI-IN  0.38 .48 -0.76 1.52 
      
Number of casual 
partners CY-CI       -0.33 .23 -0.89  0.22 
 CY-IN    -1.08** .31 -1.82 -0.34 
 CI-IN   -0.75* .29 -1.44 -0.0 
 
 
 
Note. CY = former community youth. CI = former court-involved, non-incarcerated (CINI) 
youth. IN = former incarcerated youth. Mean differences reported are based on the log10 
transformed dependent variable. 
*p < .05. **p < .01.  
  
77 
 
Table 8 
 
Descriptive Estimates for the Prototype-Willingness Model 
 
 Former  
Community Youth  
(n = 222) 
Former  
CINI Youth 
(n = 293) 
Former  
Incarcerated Youth  
(n = 110) 
Total  
(N = 625) 
 
Willingness M = 3.07(SD = 1.81) 4.00(1.86) 4.00(1.92) 3.67(1.90) 
     
Similar to 
no Condom 
3.71(1.44) 3.27(1.29) 3.08(1.39) 3.40(1.38) 
     
ProtNC 2.52(0.60) 2.67(0.64) 2.70(0.65) 2.62(0.63) 
     
Similar to 
condom 
2.36(1.21) 2.68(1.17) 2.72(1.34) 2.57(1.22) 
     
ProtC 3.88(0.59) 3.80(0.62) 3.78(0.72) 3.82(0.63) 
 
 
 
Note. Similar to no condom = how similar participants felt they were to a person their  
age who regularly chooses to have sex without using a condom. ProtNC = a participant’s  
average rating of 12 adjectives describing someone who regularly chooses to have sex  
without using a condom. Similar to condom = how similar participants felt they were to  
a person their age who always chooses to use a condom when having sex. ProtC = a 
participant’s average rating of 12 adjectives describing someone who always chooses  
to use a condom when having sex. Higher prototype scores correspond to more favorable  
images of a person who regularly chooses to have sex without a condom or to a person who 
always chooses to use a condom when having sex. Higher similarity scores correspond to 
perceiving one’s self as less similar to a person who regularly chooses to have sex without a 
condom or to a person who always chooses to use a condom when having sex. 
  
 
  
78 
 
Table 9 
 
Correlations among Prototype-Willingness Model Variables 
 
 2 3 4 5 6 7 
1. Number of times had sex 
without a condom 
.64** .21** .12** .21** -.06 .16** 
2. Number of times had sex 
without a condom & 
intoxicated 
- .06 .26** .16** -.07 .21** 
3. Number of steady partners     -  .08 .08* -.09* .07 
4. Number of casual partners      - .16** -.21** .23** 
5. ProtNC       - -.45** .40** 
6. ProtC     -  -.27** 
7. Willingness      - 
 
 
 
Note. Risky sex behavior outcomes (#1 to #4) measured within the past three months.  
ProtNC = Prototype score for someone who regularly chooses to not use a condom  
when having sex. ProtC = Prototype score for someone who always chooses to use a  
condom when having sex. Willingness = Willingness to engage in unprotected sex  
(i.e., have sex without a condom and have sex without a condom and use withdrawal  
method).  
*p < .05. **p < .01. 
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Figure 1 
 
Prototype-Willingness Model applied to Young Adult Risky Sex Behaviors 
 
 
 
 
 
Note. Prototype = prototype of peer who regularly chooses to have sex without using  
a condom and prototype of peer who always chooses to use a condom when having sex. 
Willingness = willingness to have unprotected sex (i.e., have sex without a condom and  
have sex without a condom and use the withdrawal method). Risky sex behaviors = # times  
had sex without a condom, # times had sex without a condom and while intoxicated,  
# steady and # casual partners with whom one had sex without a condom. All risky sex  
behaviors measured within the past three months. 
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Figure 2 
 
Consort Sheet
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Figure 3 
 
Prototype-Willingness Model applied to Risky Sex Behaviors across Participant Groups 
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Note. ProtNC = prototype score for someone who regularly chooses to have sex without a 
condom. ProtC = prototype score for someone who always chooses to use a condom when 
having sex. Willingness = participant’s willingness to engage in unprotected sex (i.e., have sex 
without a condom and have sex without a condom and use the withdrawal method). NoCon = 
number times participant reported having sex without a condom. NoConIntox = number times 
participant reported having sex without a condom and while intoxicated. Steady = number of 
steady partners with whom one had sex without a condom. Casual = number of casual partners 
with whom one had sex without a condom. All risky sex behaviors were measured within the 
past three months. Effect sizes for paths are standardized bs. Only significant (p < .05) effect 
sizes are reported in this figure. 
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Figure 4 
 
Final Prototype-Willingness Model applied to Total Sample 
 
 
Note. Final model with all paths constrained to be invariant from one another: a) prototypes to 
willingness, b) willingness to risky sex behavior outcomes, and c) prototypes to risky sex 
behavior outcomes. Effect sizes for paths are unstandardized bs. Only significant (p < .05) effect 
sizes are reported in this figure. Residual covariances are not depicted as they varied by 
participant group, p < .001. 
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